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A Better Antihypertensive 
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“We prefer to use 
alseroxvlon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.”’! Up to 80% of patients 
with mild labile hypertension and many with more 
severe forms are controlled with Rauwiloid alone. 


1. Moyer, J.H.: J. Louisiana M. Soc. 
108:231 (July) 1956. 


A Better Tranquilizer, too 
*...relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 
pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid® 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid + 
Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 144 
tablet q.i.d. 


Riker 10s ance.s 
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—like some drugs—can cause side effects that 


— 


may force your patient to discontinue treatment 


A reducing regimen that is dependent on diet alone 
is frequently complicated by psychic side effects— 
irritability, psychogenic weakness and fatigue. 


The smooth and subdtle effect of ‘Dexamyl’ on extremes 
of mood can encourage your overweight patient to 
practice the dietary discipline necessary for weight 
loss. Furthermore, because of its Dexedrine* 
component, ‘Dexamyl’ exerts a specific inhibitory 
effect on appetite. 


tablets—elixir—Spansule' capsules 


Smith, Kline & French Laboratories, Philadelphia 


Each ‘Dexamyl’ Tablet or teaspoonful (5 cc.) of the Elixir supplies: 
‘Dexedrine’ (dextro-amphetamine sulfate, S.K.F.), 5 mg.; amobarbital, 4 gr. 


‘Dexamyl’ Spansule capsules are available in two strengths: (1) ‘Dexedrine’, 10 mg.; 
amobarbital, 1 gr. (2) ‘Dexedrine’, 15 mg.; amobarbital, 1% gr. 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Dear Doctor: 


I, John Droe, was a bachelor I did my own 


cooking -.> } and ate only those things which pleased 
me most. Camar SD Spaghetti 
One evening, I stopped at the butcher shop 


and bought four pork chops. ‘Twas a veritable feast. ED 


But soon after I finished eating, the feast began to trouble me 


and trouble me Ce 6 and trouble me 


a common occurrence. e& 


I hied myself to Dr. Jones who reached into 


OR. JONES 
his experience for some sound dietary advice and into his drawer 


"Take two 


of these now with water for relief A. and here's a 
o 


for some Bilogen samples he had 


prescription for some to keep on hand in case you 
have this trouble again. But don't overload your digestive 


S 
tract ¢ SO} as you have been, and stay away from so many 


rich foods. woaeration/\ | [\sn diet is what you need." 


The Bilogen worked so well that I felt better before I 


got home Qin I took Dr. Jones' advice and stayed away 


from rich foods as much as possible. But whenever I had some 


In fact, I felt so much better that I even got married. 


Cobo. 


P. S. Why don't you write to Organon Inc., Orange, N. J., fora 
trial supply of Bilogen for one of your patients? 


| 
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trouble, I found that Bilogen gave me the help I needed. 
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TETRACYCLINE BUFFERED WITH SoD TAPE 


Bes 


from. 


ITH SOOM APHOSPHATE 


ACHROMYCIN V admixes sodium metaphosphate with 


tetracycline. ACHROMYCIN V provides greater antibiotic 


absorption/faster broad-spectrum action and is indicated 


for the prompt control of infections, seen in everyday practice, 
hitherto treated with other broad-spectrum antibiotics. 
Available: Bottles of 16 and 100 Capsules. 
Each capsule (pink) contains: 
Tetracycline equivalent to tetracycline HCI.. 250 mg. 
Sodium metaphosphate ...................... 380 mg. 
ACHROMYCIN V dosage: 6-7 mg. per Ib. of body weight per day 
for children and adults. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 


(he: 
Average Blood Levels at 1, 3.and 6 hours 
ACHROMYCIN V vs. ACHROMYCIN 
one 250 mg. capsule 
conditioned 
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prevides Luc tranquiligar, ATARARS thydroxyzine) and the 
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Prednisolone -Hydroxyzine 


Combination [ATARAXOID | 


in Rheumatoid Arthritis 


(excerpted from J. M. Soc. New Jersey 54:7, 1957) 
Perer J. Wanrer, M.D., Trenion 


Dr. Warter concludes: “The effect of prednisolone on 
rheumatoid arthritis is enhanced by hydroxyzine, in 
many instances permitting a substantial reduction in the 
dosage of steroid ... of 25 to 50 per cent.” 


* 


The intimate correlation between anxiety states 
and rheumatoid exacerbations suggests that an 
ataractic agent might potentiate the action of 
steroids, or provide effective therapy for the 
emotional components of rheumatoid arthritis. 
... Accordingly, a study was developed to test 
the idea that combined steroid-ataraxic therapy 
[ATaraxow| might be superior to therapy with 
steroids alone. 


% % 


MATERIALS AND METHODS 


A total of 6 men and 15 women were available 
for study. All but one had received steroids pre- 
viously for rheumatoid arthritis. ... All patients 
were started on a dosage of prednisolone equiva- 
lent to the amount of steroid they had formerly 
received: in most cases this was 15 or 20 milli- 
grams of prednisolone daily, in divided doses. In 
addition, all patients received hydroxyzine | as 


ATARAXOID | 


RESULTS 

Of the 21 patients who completed the trial. it 
was possible in 12 to reduce the daily dosage of 
prednisolone when hydroxyzine was given con- 
currently, Two patients who had been receiving 
15 milligrams of prednisolone were maintained on 
5 milligrams when the steroid was supplemented 
by 10 milligrams of hydroxyzine. In eight others 
who had been receiving 10 to 15 milligrams of 
prednisolone, it was possible to reduce the steroid 
dosage by 5 or 7.5 milligrams. . . . Substantial 
clinical improvement was observed among most of 
the patients during this study, even among eight of 
those receiving reduced amounts of steroid. The 
table indicates the clinical status of the patients at 
the beginning of the study, and their evaluation 
after the period of therapy. 


* 


STATUS ON ATARAXOID 


; Previcus Response Steroid Clinical 
Patients Status Dose Response 


l Poor R Imp. 
ll Fair 7-R 7-Imp. 
4-M 1-Worse 
3-N.C. 
Good 4-R 6-Imp. 
5-M 3-N.C. 


R: Dose reduced / M: Dose maintained / Imp.: Clinically improved / 
N.C.: No clinical change. 


Three had not been treated with steroids prior to this 
study. In four patients in the “Imp.” group. the improve- 
ment was subjective or emotional only. 


% * * 

In general, the incidence and severity of ad- 
verse effects was lower on prednisolone-hydroxy- 
zine therapy than on steroid therapy alone. ... 
Therapy was discontinued in two patients because 
of side effects. In both these cases moderately large 
doses of steroids were involved. 


SUMMARY 

1. Ataraxoid (a combination of prednisolone 
and hydroxyzine) was used in the management of 
rheumatoid arthritis in patients whose response 
lo steroids was well-known. 

2. Using this combination it was possible to 
reduce substantially the maintenance dosage of 
prednisolone in 12 of 21 patients without sacri- 
ficing therapeutic effect in any case and with con- 
tinued improvement in most of the patients. 

3. Clinical improvement, reduction of steroid 
dosage, or both, was achieved in 18 of the 21 
patients, and steroid side effects were generally 
diminished in intensity. 

|. Therapy produced a tranquilizing effect in 
most patients that was not accompanied by drow- 
siness. In addition it was possible in many cases 
for the first time to gain the active cooperation of 
patients in the management of their disease. 


This condensation has been prepared by the Medical Department of Pfizer Laboratories as a service 
to the Medical Profession. 
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AND EXTEN SIVE This remarkable safety record stands un- 
paralleled in systemic antibiotic therapy 
CLIN ICAL USE today. In addition to being an unusually 
/ well-tolerated drug ...ERYTHROCIN (com- 
{ M | LLION S OF pared to most other commonly-used anti- 

. biotics) is virtually free of side effects. 
PR E S C R : PTl 0 N S) Still, with this virtual freedom from tox- 
FRE Fa AS NOT icity, ERYTHROCIN is effective in the great 
TH majority of common, bacterial respiratory 
EN A S| N G LE infections. In speaking of pneumonia, Her- 
BE rell said, “the lack of toxic manifestations 
ORT OF following administration of erythromycin 
REP today actually favors its use over that of 
S 0 UJ S 0 the broad-spectrum antibiotics in the treat- 

A ment of this infection.”! 

FATA L “ FACT i 0 N While discussing purulent cellulitis and 


sepsis due to staphylococci, Eastman, et al., 
T0 ERYTH R 0 Cl N mentioned erythromycin as a drug of first 


choice in treating these conditions.* 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.’’? 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


STEARATE (Erythromycin Stearate, Abbott) 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2, Eastman, G., Cook, E. and Bunn, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. Obbott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 195& 


Nab Film-sealed tablets, Abbott; pat. applied for. 


AFTER ALMOST 
FIVE YEARS OF 
INVESTIGATION 
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FOR DYSMENORRHEA- and 
PREMENSTRUAL TENSION. 


DYSMENORRHEA SYNDROME 
Announcing 


ANTISPASMODIC 


...a new physiologic corrective 
contains no analgesic drug 


Trilute contains 


TROCINATE, a clinically proved 
safe spasmolytic, especially po- 
tent, in pharmacologic studies, 
in relieving spasm of the uterus 
(J. Pharm. Exp. Ther. 89:131). 


THEOPHYLLINE, a diuretic to 
combat fluid retention and uter- 
ine tissue edema, important 
etiologically in the premenstrual 
tension-dysmenorrhea syndrome. 


DIURETIC ANTIHISTAMINIC 


PYRILAMINE MALEATE, an anti- 
histaminic to combat any allergic 
factor. 


IN EACH PINK AND GRAY CAPSULE 
TROCINATE 100 MGMS., THEOPHYLLINE 
100 MGMS., PYRILAMINE MALEATE 25 
MGMS. 


IN BOTTLES OF 25 AND 100 CAPSULES 


Directions: One capsule after each 
meal and at bedtime, beginning 4 days 
before onset of menstruation, and 
continuing through first day of flow. 


Wm. P. Poythress & C., Inc. 


ETHICAL PHARMACEUTICALS * RICHMOND 17, VIRGINIA 


CON TS 
‘ 
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for your 
patients 


On -th 
Each fluid ounce (30 cc.) contains: 


Chilling remarkably enhances the sherry flavor of GEVRABON. 
Thiamine HC! (B,) 5 mg. 


For some time physicians have been advantageously prescribing Riboflavin (B.) 2.5 mg. 

GEVRABON with ice as an appetite-stimulating tonic before meal- —_Niacinamide ‘30 me. 
Pyridoxine HCI (B,) 1 mg. 
time—adding a refreshing touch to regular dietary supplementa- Pantothenic Acid (as panthenoD) 10 mg. 
100 mg. 


ti ~ Choline (as tricholine citrate) 
ion for their senior patients. Inositol 100 mg. 
, Calcium (as Ca glycerophosphate) 48 mg. 
Specify GEVRABON ON-THE-ROCKS and assure your older pa- Phosphorus (as Ca glycerophosphate) 39 mg. 
tients a vigor-sustaining supplement of specific vitamins and ++ se 
ine (as ZnCl.) 
minerals in truly palatable form. (as 
Iron (as ferrous gluconate) 
GEVRABON* GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE — 
ee *Reg. U.S. Pat. Off. 


t Lorie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
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the logical 


combination for 


antibacterial 
therapy 

and 
antifungal 


prophylaxis 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 
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what is it? 


the phosphate complex of tetracycline 


FOR INITIAL ANTIBIOTIC BLOOD LEVELS 
FASTER AND HIGHER THAN EVER BEFORE 


+ 
antifungal activity of Mycostatin 


FOR ADDED PROTECTION AGAINST 
MONILIAL SUPERINFECTION 


why should you prescribe it? 


Because it provides highly effective 
broad spectrum antibiotic therapy for many 
common infections 


AND AT THE SAME TIME 


protects your patients against the monilial 
overgrowth so commonly observed during therapy 
with the usual broad spectrum antibiotics 


Each capsule contains tetracycline phosphate complex equiva- 
lent to 250 mg. tetracycline hydrochloride and 250,000 units 
Mycostatin. 


Minimum adult dosage: 1 capsule q.i.d. Bottles of 16 and 100. 


Squibb Quality—the Priceless Ingredient 


*MYSTECLIN'®, ‘SUMYCIN® AND *MYCOSTATIN'® ARE SQUIBB TRADEMARKS 


SQUIBB 
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FOR OVER YEARS 


HASKELL’S 


BELBARB 


has provided Safe, Effective Spasmolysis and Sedation 


NOW IN > CONVENIENT DOSAGE FORMS 


Belladonna 
Phenobarbital Alkaloids Supplied 
] BELBARB No. 1 hyoscyamine, | Bottles of 100, 500 
per tablet Vy gr. tropin and 1.000 tablets 
atropine, 
9 BELBARB No. 2 and Bottles of 100, 500 
per tablet 1s, or. scopolamine and 1,000 tablets 
3 BELBARB-B io Raed Bottles of 100, 500 
with B Complex Supplement* 4 gr. proportion, and 1,000 tablets 
4 BELBARB Elixir nt Bottles containing 
per fluidrachm (4 cc) V4 gr. ee 1 pt. and 1 gal. 
5, BELBARB Trisules 1 Trisule is equivalent to on "| Bottles of 30 and 100 
min. 
i 3 Belbarb tablets Trisules 


“Thiamine Hydrochloride — 5 mg., Riboflavin — 2 mg., Calcium Pantothenate — 2.5 mg., Pyridoxine 
‘lydrochloride — 0.5 mg., Niacinamide — 10 mg., Vitamin B,» Activity — 2 meg. 


Send for free samples and literature. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 
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‘Roche’ announces... 


GANTRISIN PLUS OLEANDOMYCIN 


Here is antibacterial cross fire to check many 
systemic and local infections. Gantrimycin com- 
bines the modern, broad-spectrum sulfonamide, 
Gantrisin, with the new and dramatic antibiotic, 
oleandomycin. 


Gantrimycin is effective against both gram-posi- 
tive and gram-negative organisms. Of special 
significance . . . its antibacterial spectrum in- 
cludes staphylococci which display increasing 
resistance to penicillin and most other antibiotics 
...a timely and well calculated approach to the 
mounting problem of drug resistant pathogens. 
Gantrimycin is well tolerated with little evidence 
of cross resistance with most other antibiotics. 


Each Gantrimycin tablet contains 333 mg Gantrisin 
and 75 mg oleandomycin (in the form of the phosphate 
salt): supplied in bottles of 50. 


HOFFMANN - LA ROCHE INC + NUTLEY « N.J. 


Gantrisin® —brand of sulfisoxazole GantrimycinT-™- 


| 
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for anxiety 


and tension in 


everyday practice 


well suited for prolonged therapy 

well tolerated, relatively nontoxic 

no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
chemically unrelated to phenothiazine compounds and rauwolfia derivatives 
orally effective within 30 minutes for a period of 6 hours 


for treatment of anxiety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY (f] WALLACE LABORATORIES, New Brunswick, N. J. 


~, SUPPLIED: (Bottles 50 tablets) 
400 mg. scored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE : One or two 400 mg. tablets t.i.d. 


Literature and Samples Available on Request 
THE MILTOWN® 
MEPROBAMATE MOLECULE 


TASLETS 


CM-3706-R5 


15 
& 
h nth ming | 
convenient 
possses 
RE 
| 
<00,, q 
TABLETS 
STANDARD 
4.00 mg. | 
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SWIFT RELIEF 
OF PELVIC SYMPTOMS- 


FREQUENCY, URGENCY, 
DYSURIA, STRAINING, 
SENSATION OF 
INCOMPLETE EMPTYING; 
REFERRED PAIN 

TO ABDOMEN, PELVIS, 
LUMBOSACRAL 

REGION, AND 

UPPER THIGHS; 
SUPRAPUBIC PAIN 


These symptoms are frequently due to an 
unsuspected urethritis, which yields 
quickly to FURACIN Urethral Suppositories. 
Insertion of these suppositories provides 
gentle dilation; the anesthetic, diperodon, 
affords prompt and sustained relief of pain. 
The antibacterial, FURACIN, achieves wide- 
spectrum bactericidal action without tissue 
toxicity. Indicated for bacterial urethritis, 
and for topical anesthesia and prophylaxis 
of infection before and after instrumen- 
tation. Each suppository contains FURACIN 
0.2% and 2% diperodon* HCI in a water- 
dispersible base. Hermetically sealed, 

box of 12. 


FURACIN: URETHRAL 


suppositories 
Also available: FURACIN VAGINAL SUPPOSITORIES 
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Dx: Intertrigo, 


rks in hot environment, nylon bra- 


1 day erythema, 
ek - pruritus, wee 


ions, caused purnin 


No diabetes, 


Occupation 


AB 4-4134 Laundry 


scm 48433! 


Tel. No. 
43 


Eruption under 
days - eczemat ized 
ping, fissure. Has used i 


g and spread. 


systemic disease 
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PRODUCT INFORMATION 


TASHAN CREAM 


SOOTHING, HEALING MULTIVITAMIN SKIN CREAM 


DESCRIPTION: Tashan Cream provides four vitamins to help 
maintain skin health and promote healing. 


Each gram (approx. 1/30 ounce) contains: 


d-Panthenol ... 50 mg (5%) 


Vitamin E (d/J-alpha-tocopheryl acetate) .... . 5 mg 
in a cosmetically pleasing, vanishing cream type base. 


PROPERTIES: Vitamins A and D help maintain skin health; in- 
hibit keratin formation; promote smoother, softer skin. Vi- 
tamin E is antipruritic; exerts a trophic effect through 
stimulation of skin metabolism. Panthenol is essential for 
integrity of tissue in general, promotes epithelization. 


INDICATIONS: To relieve symptoms and promote healing in skin 

disorders characterized by itching, dryness, fissures, super- 

ficial ulceration, delayed cicatrization, etc., including: 
Eczema Nipple conditioning 
Diaper rash Minor burns 
Prickly heat Contact dermatitis 
Intertrigo, chapping Pruritus ani and vulvae 
Sunburn, windburn Diabetic skin disorders 
Decubitus ulcers Excoriation 


DOSAGE: Apply a thin layer of Tashan Cream and rub in gently, 
three or more times daily. 


PACKAGES: 1 ounce tubes. 
Tashan® 


Hoffmann-La Roche Inc New Jersey 


Enteric coated plain 


Low back 


s€€ other side 
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Zoxazolamine* 


consistentiy effective 
in low back pain 


“...Of 90 patients with low back pain and other muscular conditions... 
67 (74 per cent) showed a good response....””' 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.’”? 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.’ 
Bibliography 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published. (3) Settel, E.: 
Am. Pract. & Digest Treat. 8:443, 1957. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 


McNE IL] Laboratories, Inc. 


Philadelphia 32, Pa. 
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CONFIRMED THERAPEUTIC UTILITY 


A Primary Drug in Peptic Ulcer 


pein relieved 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


consistent 


incidence of side effects was minimal... .” 

The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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Against Pathogen & Pain 


in urinary tract infections 


Azo Gantrisin combines the single, soluble 
sulfonamide, Gantrisin, with a time-tested 
urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is 
provided together with the wide-spectrum 
antibacterial effectiveness of Gantrisin which 
achieves both high urinary and plasma levels so 
important in both ascending and descending 
urinary tract infections. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin ‘Roche’ plus 50 mg 


phenylazo-diamino-pyridine HCl. Gantrisin® - brand of sulfisoxazole 


Originel Research in Medicine and Chemistry 
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A new 


therapeutic approach 


with inherent safety 


in PRURITUS ANI 


HYDROLAMINS 


TOPICAL AMINO ACID THERAPY 


Unique physiologic barrier—topical amino acids— 
brings rapid relief (98%') and complete healing (88%!) 


‘,..the objectives of therapy in pruritus ani can be listed 
under 3 headings: 


(1) relieve itching: {Hydrolamins produced immediate relief 
of intractable itching in 98% of patients. The anti- 
pruritic effect of one application lasts about twenty-four 
hours.'] 


(2) accelerate healing, [Hydrolamins rapidly and com- 
pletely healed reddened, fissured, macerated and ridged 
perianal lesions in 88% of cases."] 


(3) allow natural healing without trauma due to physical, 

’ chemical, allergic, or microbiologic agents.”? [The 

areas and ofthe amino acids of Hydrolamins promote safe, natural heal- 

whitened anal folds “ ing while the ointment protects the perianal area from 
irritation.'] 


Due to the rapidity of action of Hydrolamins, it is believed that protein-precipitating 
irritants, responsible for the pruritus, are neutralized. Hydrolamins also forms a 
biochemical barrier against further irritation. 


SUPPLIED: In 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company, Chicago 14, Illinois 


1. Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis. 
18:59 (Feb.) 1951. 
2. Fromer, J.L.: Dermatologic Concepts and Management of Pruritus Ani, Am. J. Surg. 90: 805 (Nov.) 1958. 
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FOR INFECTIOUS 
AND NON-INFECT 


i 
IN ACUTE OTITIS MEDIA 
CORP., 100 VARICK ST., NEW YORK 13, N.\ 
3 


Traumatic periarticular fibrositis is a com- 
mon penalty for those who go beyond their 
physical capacity. Early and adequate therapy 
with SIGMAGEN prevents the development of 
ligamentous calcification, periarthritis and 


its painful, sometimes irreversible, resuim 


SIGMAGEN provides doubly protective comm 


_.coid-salicylate therapy — a combination @ 
METICORTEN® (prednisone) and acetylsalicyit 
acid providing additive antirheumatic beneia 
as well as rapid analgesic effect. These bene 
are supported by aluminum hydroxide tocom® 
teract excess gastric acidity and by ascormm 
acid, the vitamin closely linked to adrenocor® 
cal function, to help meet the increased met 
for this vitamin during stress situations. 


do 
co’ 
to; 
San 
apr 


“old 16 points” 
takes his 
last whistle ... 


Therapy should be individualized. Acute con- 
ditions: 2 or 3 tablets 4 times daily. Follow- 
ing desired response, gradually reduce daily 
dosage and discontinue. Subacute or chronic 
conditions: Initially as above. After satisfac- 
tory control is obtained, gradually reduce the 
daily dosage to minimum effective mainte- 
nance level. For best results administer after 
meals and at bedtime. 


Precautions: Because SIGMAGEN contains prednisone, the 
Same precautions and contraindications observed with this steroid 
apply also to the use of SIGMAGEN. $0-3-457 


for patients who go beyond their 
physical capacity...protective cor- 
ticoid-salicylate therapy 


corticoid-analgesic compound tablets 


Predni 0.75 mg. Aluminum hydroxide........75 mg. 
Acetylsalicylic acid.......325 mg. Ascorbic acid.................. 20 mg. 
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*...a calmative effect...superior to anything we 
had previously seen with the new drugs.”* 


true calmative 


nostyn 


Ectylurea, AMES 


(2-ethyl-cis-crotonylurea) 


the power of gentleness 


allays anxiety and tension 
without depression, drowsiness, motor incoordination 


NostyN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent + no evidence of cumulation or habituation + does 
not increase gastric acidity or motility - unusually wide margin of safety 
—no significant side effects 
dosage: 150-300 mg. (2 to | tablet) three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48 and 500. 

*Ferguson, J. T., and Linn, EF V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


AMES COMPANY, INC ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


The urgency of sudden diarrheal spasm is quickly 
controlled with CREMOMYCIN. Both bacillary 
and nonspecific diarrheas respond to palatable 
CREMOMYCIN— often after only a few doses. 
Neomycin and Sulfasuxidine have an antibacte- 
rial action which is concentrated in the gut. 
Kaolin and pectin soothe the inflamed mucosa, 
adsorb the toxins, quiet the irritated intestine. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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decide 


WHEN MORE THAN A HEMATINIC IS REQUIRED, HEPTUNA 
PLUS supplies iron, vitamins and trace minerals. The 
formula, liberal in iron, folic acid and B,,. content, will 
correct most microcytic anemias, of course. But more 
than that, HEPTUNA PLUS is widely useful in the com- 
monest anemia of all: anemia complicated by other 
nutritional deficiencies. 
In moderate conditions, 1 to 3 capsules daily. In se- 
vere cases, 4 or more daily. Supplied: Bottles of 100 
soft, soluble capsules. 


HEPTUNA® PLUS 


FOR ALL TREATABLE ANEMIAS, ROETINIC is formulated 
with the new intrinsic factor/B,. concentrate and high 
folic and ascorbic acids content. Aimed primarily at 
the more complicated macrocytic anemias of faulty 
hemopoiesis and those normocytic anemias due to 
hemolysis. 

Therapeutic dosage is just one capsule daily. Sup- 
plied: Bottles of 30 and 100 soft, soluble capsules. 


ROETINIC® 


FOR THE ANEMIAS OF PREGNANCY, OBRON HEMATINIC 
is a complete hematinic and prenatal supplement. 
Formula includes high iron content plus calcium, folic 
acid, Bi2, eight other minerals, eight essential vitamins. 
Dosage as required, usually two capsules daily. Sup- 
plied: Bottles of 100 soft, soluble capsules. 


OBRON® HEMATINIC 


CHICAGO 11, ILLINOIS PEACE of mind ATARAX® 
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for a Spastic aT 


integrated relief... TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 
visceral spasmolysis 


Summit, N. J. mucosal analgesia sii 
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BUTAZOLI DIN: : 


the nowhormonal treatigent of arthritis 
“aod allied disorders no agent 
~BUTAZOLIDIN in peteney of 


its well-established advantages 

include remargably promipigetion, 
broad scope of 
no tendency to 
_of drug tolerance. Being 
“nonhormonal, BUT 
_endoerme halates. 


UTAZOLEDIN velieyes pain, ? 
improves function, 
resolves infimamation in: 
Gouty Arthritis 
Rheumatoid Arthritis 
Rheumateid Spondylitis j 
Paiuful She uldes Sy ne 
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STERANE® can’t improve his gambit, help him castle or assure a 
checkmate...but STERANE can check asthmatic bronchospasm, 
dyspnea and wheezing to help your patient move about freely in 
almost any pastime or profession with minimum discomfort or 
restriction. Most potent corticoid, STERANE (prednisolone) is 
supplied as white, scored 5 mg. tablets (bottles of 20 and 100) 
and pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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comes quickly 
for itching, burning, 


scaling scalps... 


Why is Selsun the most effective 
treatment known for seborrheic 
dermatitis of the scalp? 

Selsun relieves itching and burn- 
ing with the first few applications. 

Then, Selsun completely controls 
scaling—in 81-87% of seborrheic 
dermatitis, 92-95% of dandruff 
cases. 

And relief lasts up to four weeks 
between applications, with few re- 
missions when Selsun therapy is 
continued as needed. Selsun is sold 
in 4-fluidounce plastic bottles with 


directions, on Ob Rott 
prescription only. 


once you prescribe Sel un 


®Selsun— Selenium Sulfide, Abbott 


' 


45, 


Sh-hh... 


NUDGES YOUR PATIENT TO SLEEP 


Use Placidyl to relieve simple insomnia without need of barbiturates. 
You'll find it especially desirable for helping patients sleep during 
periods of worry, mild excitement, domestic or business strain, and 


the like. Excellent, too, for daytime tranquilizing and muscle relaxation. 


100-mg., 200-mg., and 500-mg. capsules, bottles of 100. Obbott 


wot 
Sm 
for 


Meti-Derm CREAM 0.5% 


Water washable — stainless (METICORTELONE, free alcohol) 


Meti-Derm OINTMENT 0.5% 


5mg, METICORTELONE and 5 mg. Neomycin Sulfate with Neomycin 
for comprehensive topical therapy 


each in 10 Gm. tubes 


Met-Derm,* brand of prednisolone topical. 
MevicoRTELONE,® brand of prednisolone. 


mD-3-117 
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Safe for children and adults 
No burning or irritation 

No bad taste or after reactions 
No risk of sensitization 


For convenience, also available in 4 ounce plastic spray bottle. 


RHINOPTO COMPANY, DALLAS, TEXAS ylephriné Hydrochloride 0.15% 
opadrine” Hydrochloride 0 3% 
Ethical Specialties for the Profession n an isotonic saline menstruum 


| 
. Rhinall Nose Drops for Sinusitis, Allergic Rhinitis and Colds | 
= 
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Yes, doctor, there IS a genuinely effective, 
non-irritating, topical analgesic 


YOFLEX 


CREME WARREN-TEED 


YY 


for relief of pain from sprains, 


muscular stiffness, aching joints 


PENETRATING ... 8 to 10 times faster than 
methyl salicylate...8 to 10 times the radial 
distance ... proof upon request. 


LASTING ,.., traces of salicylate in the urine 
214 hours after application . . . peak urine sal- 


icylate at 514 hours... still present after 614 
hours. 


~ 


— 


NON-IRRITATING . .. contains no counter 
irritants or vasodilators ...can be rubbed in or 
used under bandages. Causes no redness. 


NO MEDICINAL ODOR 
NON-STAINING 


And Ethical ... sold only through the profession, 
not advertised to the consumer. 


WARREN -TEED 


THE WARREN-TEED 
PRODUCTS COMPANY 


COLUMBUS, OHIO 


Dallas Chattanooga Los Angeles Portland E¢ “ 
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LIPO GANTRISIN 


‘Roche’ 


For round-the-clock therapy 
With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acetyl sulfisoxazole in 
vegetable oil emulsion 
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HYPERTENSION 


‘ACTING IN CONCERT” T 


to treat 
the hypertensive patient 


as a whole 


Unitensen-R combines cryptenamine 
and reserpine which “act in concert” 
to control the entire syndrome of 

essential hypertension. 


Cryptenamine dependably lowerg blood 
pressure, and improves cerebral and 
renal circulation. It also increases 
cardiac efficiency, and may arrést the 
progress of vascular damage. 


Reserpine raises the threshold of 
emotional response and stifles ‘ 
neurogenic aggravation of the disease. 


Each grey-coated Unitensen-R tablet contains: 
Given together, cryptenamine and 


reserpine produce a far better (tannates) | 
therapeutic effect than when given 0.1 mg. 
separately. And successful therapy Dosage: 1 tablet t.i.d. 
is usually maintained with dosages well For prescription economy, prescribe in 50s. 


below those producing side effects. To serve your patients today —call | 


Am. Prac. & Digest Treat. 6: 1030, 1955. you may need to help you prescribe Unitensen-R. 


Bibliography. Orgain, E. S.: Postgrad. Med. 17: 
318, 1955. Finnerty, F. A.: Am. J. Med. 17: 629, 1954. 
McCall, M. L., Sass, D. K., Wagstaff, C., and Cutler, J.: 


Obst. & Gynec. 6: 297, 1955. Cohen, B. M.: New York 
E SE iP State J. Med. 55: 653, 1955. LaBarbera, J. F.: Med. Rec- 
ord and Annals 50: 242, 1956. Voskian, J.; Assali, N. 


‘T.M., Reg. U.S. Pat. Ott. S., and Noll, L.: Surg., Gynec. & Obst. 102: 37, 1956. 
Crisp, W. E., and McCall, M. L.: Am. Prac. & Digest 
Treat. 7: 620, 1956. Finnerty F. A.: Am. J. M. Se. 229: 


IRWIN, NEISLER & COMPANY 1955. 
DECATUR, ILLINOIS 
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“Safe and effective mainte- 


nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


e Safest—the only cardioactive 
glycoside whose therapeutic dose 


VISUAL HEART CLINIC — ONE OF A SERIES is 44 its toxic dose. 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION 
Postero-anterior position 
Moderate left ventricular enlargement a 

with prominence and calcification of ¢ Short latent period. 
aortic knob. 
Taken from White Laboratories’ Technical Exhibit, e U nifor m clinical potency. 


| American Medical Association, 105th Annual Meeting, 
| Chicago, June 11-15, 1956. 


e Moderate rate of elimination. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS— 30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


GITALIGIN INJECTION—5 cc. ampuls contain- : 
ing 2.5 mg. (0.5 mg. per ce.) of Gitaligin. : 
Packages of 3 and 12 ampuls. : 


*HARRIS, R.. AND DEL GIACCO R.R.: AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. * Kenilworth, New Jersey 
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Meti-steroid benefits are potentiated in 


METI-STEROID — ANTIHISTAMINE COMPOUND 


TABLETS NASAL SPRAY 
with stress supportive prompt nasal comfort 
vitamin C without jitters or rebound 


ESPECIALLY FOR RESISTANT AND YEAR-ROUND ALLERGIES 


Because edema is unlikely with the tablets and sympathomimetic 
effects are absent with the spray, METRETON Tablets and Nasal Spray 
afford enhanced antiallergic protection in vasomotor rhinitis 

and all hard-to-treat allergic disorders—even in the presence of 
cardiorenal and hepatic insufficiency. 


COMPOSITION AND PACKAGING 


Each MetRETON Tablet contains 2.5 mg. prednisone, 2 mg. 
chlorprophenpyridamine maleate and 75 mg. 
ascorbic acid. Bottles of 30 and 100. 


Each cc. of METRETON Nasal Spray contains 2 mg. (0.2%) 
prednisolone acetate and 3 mg. (0.3%) chlorprophenpyridamine 
gluconate in a nonirritating isotonic vehicle. 


Plastic squeeze bottle of 15 cc. 


FOR ALLERGIES... | 
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3 to 1 be a Chest Film‘... 


You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


There’s no guessing, though, when you work witha 
Picker “Anatomatic” x-ray control. It automatically 
integrates and sets up the whole complex of correct 


exposure factors for individual parts of individual patients. *National hospital surveys indicate that 
: 33% of all roentgen examinations are 
You need no charts, make no calculations. chest films. Next in number are all ex- 


tremities, averaging 10%. 


_ here’s all you do... 


CHEST 
HEART 


PA/ObI 


dial the bodypart take it! 


” set its thickness 
72 this chest station is one of “*“ to the measured thickness ~~ that’s all 
; 4 22 bodypart stations of the port 


Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 

| ...atable with the rich look you’d expect to find [ker 
| only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 
about this remarkable x-ray machine 

...or write Picker X-Ray Corporation, 
25 South Broadway, White Plains, New York. 


new way in x-ray 
PICKER “ANATOMATIC” 


fluoroscopic /radiographic unit 
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Three essential steps 


in establishing correct 


SUPERVISION 

BY THE 
eating patterns. 
A BALANCED In the development and 


maintenance of good eating 
habits, there are three 
essentials: support and 
supervision by the physician, 
a balanced eating plan, and 
selective medication.!:?* 


EATING PLAN’ 


SELECTIVE 
MEDICATION’ 


OBEDRIN PROVIDES: 

e Methamphetamine for its anorexigenic and mood-lifting effects. 
e Pentobarbital as a balancing agent, to guard against excitation. 
e Vitamins B, and B, plus niacin to supplement the diet. 

e Ascorbic acid to aid in the mobilization of tissue fluids. 


Since Obedrin contains no artificial 1. Eisfelder, H.W.: Am. Pract. & 
bulk, the hazards of impaction are Dig. Treat. 5:778 (Oct. 1954). 


avoided. The 60-10-70 Basic Plan pro- 2. Freed, S.C.: G.P. 7:63 (1953). 
vides for a balanced food intake, with 3. Sherman, R.J.: Medical Times, 
sufficient protein and roughage. 82:107 (Feb. 1954). 


Obedrin 


and the 60-10-70 Basic Plan 


FORMULA: 


Semoxydrine HCI (Methamphetamine HCl) 5 mg.; Pentobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine mononitrate 0.5 mg.; Riboflavin 1 mg.; Niacin 5 mg. 


Write for 60-10-70 Menu pads, weight charts and clinical supply of Obedrin. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK ° KANSAS CITY ° SAN FRANCISCO 
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| keep all patients’ pain-free at all times | 


¢ with the proper potency to match pain intensity 
¢ with dosage flexibility to match pain variations 


Codeine 


*except those for whom recourse to morphine is inescapable. 


Robins A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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capable. 


RGINIA 


Phenaphen and Phenaphen with Codeine provide 
a wide range of analgesia, plus complete dosage flexibility, 
to match varying pain requirements. 


Yours to prescribe: 


The right dose of the right potency at the right time. 


Phenaphen 


Basic non-narcotic formula 
For mild to moderate pain 
Each capsule contains: 


Phenacetin (3 gr.) 194.0 mg. 
Acetylsalicylic acid (21/2 162.0 mg. 
Phenobarbital (1% 16.2 mg. 
Hyoscyamine 0.031 mg. 


Phenaphen No. 2 
Phenaphen with Codeine Phosphate ¥ gr. (16.2 mg.) 
For moderate to severe pain 


Phenaphen No, 3 


Phenaphen with Codeine Phosphate 12 gr. (32.4 mg.) 
For severe or stubborn pain 


Phenaphen No. 4 


Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


For stubborn or intense pain—to obviate or post- 
pone use of morphine or addicting synthetic nar- 
cotics 


DOSAGE: One or two capsules as required. 


/ 
‘ \ 
‘ 
} 
; 
1 


ad SOUTHERN MEDICAL JOURNAL MAY 1957 


for more than a decade... we 


.-..- proved effective in vulvovaginal therapy 


Trichotine—more than a decade ago—pioneered in newer, 
more effective vulvovaginal therapy by combining the multiple 
advantages of sodium lauryl sulphate with the recognized 
values of such specific or adjunctive agents as sodium 
perborate, sodium borate, thymol, eucalyptol, menthol 

| and methy] salicylate. 

Extensive clinical experience has proved its efficacy in 
trichomonas vaginalis vaginitis, subacute and chronic cervicitis, 
vulvovaginal moniliasis, non-specific leukorrhea, and 

pruritus vulvae. 


Trichotine douches may be prescribed as often as indicated— 
excellent also for postmenstrual or postcoital hygiene. 
Concentrated solutions are useful for clean-up or swab 
treatments in office. Hot packs are often quickly effective 

in pruritus vulvae. 


A DETERGENT - ABACTERICIDE AND FUNGICIDE - AN ANTIPRURITIC 
AN AID TO EPITHELIZATION - AN AESTHETIC AND PSYCHOSOMATIC ADJUNCT 


Sample and literature on request Available in jars of 5, 12 and 20 oz. 
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In Angina Pectoris 
More 


Comprehensive 


Action 
Pentoxylon 


he patient with angina pectoris requires the compre- 
hensive approach provided by the several actions of 
Pentoxylon. Each tablet combines the valuable tranquil- 
izing, fear-relieving, bradycrotic, and nonsoporific sedative 
actions of Rauwiloid® (alseroxylon, 0.5 mg.), with the long-lasting 
coronary vasodilating effect of pentaerythritol tetranitrate (PETN, 10 mg.). 


Reduces incidence and severity of attacks 
Increases exercise tolerance 


Reduces tachycardia 


e Reduces anxiety, allays apprehension 
e Reduces nitroglycerin need 

e Lowers blood pressure only in hypertensives 


Produces demonstrable ECG improvement 
Dosage: one to two tablets q.i.d., before meals and on retiring 


P.S. to stop the aeute attack faster 
Medihaler-Nitro™, the new self-propelled, meas- 
ured-dose inhalation method delivers 1% octyl 

nitrite for instantaneous relief of acute anginal pain. 


45 

Riker) 

n. 


46 SOUTHERN MEDICAL JOURNAL MAY 1957 


biliary 


CHRONIC CONSTIPATION MAY SIGNAL 
A FUNCTIONAL BILIARY STASIS... 


especially when accompanied by other symptoms of dyspep- 
sia...with no evidence of an organic problem. 


In many instances, the patient will respond effectively to 
Neocholan therapy which insures free passage of essential 
bile salts into the duodenum. In such cases relief of constipa- 
tion and other symptoms is accomplished with gratifying 


promptness. 

Each Neocholan tablet supplies: Dosage: 1 or 2 tablets t.i.d. with meals. 
Dehydrocholic acid 250 mg. (3 3/4 gr.) As symptoms improve, 1 or 2 tablets 
Homatropine Methylbromide —_ 1.2 mg. (1/50 gr.) daily. 

Phenobarbital 8.0 mg. (1/8 gr.) Bottles of 100 coated, yellow tablets. 


PITMAN-MOQORE COMPANY 


Division of Allied Laboratories, Inc- ° Indianapolis 6, Indian 
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Raudonna 


Providing reserpine for tranquilization 
and a sense of well being, plus the preferred 
spasmolytic agent, natural belladonna alkaloids 
in balanced proportions. 


Each light blue, scored tablet contains: 

Reserpine ...... 0.1 mg. 
Hyoscyamine Sulfate ...... . 0.1286 mg. 
Atropine Sulfate ........ 0.0250 mg. 
Hyoscine Hydrobromide .... . 0.0074 mg. 


The belladonna alkaloids present (equivalent 
to 7 minims of tincture) can be expected to 
offset any reserpine induced increase in 
gastric motility and secretion. 


Suggested Initial Available in bottles 
Dose: 1 tablet t.i.d. of 100 tablets. 


Literature and samples available on request. 


*Trade Mark 


W VANPELT & BROWN, INC.” Richmond, Va. 
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Combine the naturally occurring Equine 
estrogens and the new Uterine Relaxing Hormone, 
Lutrexin (H.W.&D. brand of lututrin)— 
simulating the occurrence of these hormones in nature. 


TREXINEST produces prompt relief of symptoms 
associated with the menopausal syndrome.! 
TREXINEST is more effective than 

either of its active components taken separately. 
TREXINEST Tablets help restore the normal 
balance between certain hormones, the lack 

of which Malleson® suggests may cause 
menopausal disorders. 


1, Rezek, G. H.: Personal Communication; 2. Hannon, T. R.: 
Personal Communication; 3. Malleson J.: The Lancet, July 1953. 


HYNSON, WESTCOTT & DUNNING, INC., Balto., Md. 
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Neurological and Neurosurgical 
Complications Associated with 
Pregnancy and the Puerpertum: 


EDMUND A. SMOLIK, M.D., FRANCIS P. NASH, M.D., and 
JAMES W. CLAWSON, M.D.,t St. Louis, Mo. 


The occurrence or presence of symptomatic neurologic lesions during the course of pregnancy may 
be difficult of recognition since the manifestations may be thought to be those of pregnancy. 


PREGNANCY IS A UNIQUE BIOLOGIC STATE. Para- 
doxically, the normal processes of gestation 
not infrequently generate pathophysiologic in- 
fluences upon other systems of the organism. 
The elaboration of neurohormonal sub- 
stances,’ altered blood viscosity,? blood chem- 
istry,? blood coagulation,* hemodynamics,* and 
the stresses and strains of mechanical adjust- 
ments, all are involved in this complex state. 
Specifically, the nervous system is naturally in- 
fluenced by what may be called this abnormal- 
normal state of affairs. Hence it can be appre- 
ciated that when pregnancy is associated with 
independent neurologic lesions the problem 
of differential diagnosis and clinical manage- 
ment becomes a most difficult and trying 
one. This is peculiarly true since not infre- 
quently these complications are insidious or 
mimic the natural complications of pregnancy 
itself. 

Several excellent papers particularly those 
of Alpers,® Rand,’ King,’ Stevens® and Boshes!° 
have emphasized this duality. However, the 
textbooks of obstetrics and neurology, and the 
literature generally have not stressed these as- 
sociations. 


Our experiences with a variety of neurologic 
problems in pregnancy indicated that the fre- 
quency of their existence may be higher than 


, *Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 

+From the Department of Surgery (Section of Neurosurgery) 
St. Louis University School of Medicine, St. Louis, Mo. 


realized, and there should be generally a 
greater awareness of these. 


In all we have encountered 25 such cases 
(Table 1). Table 2 indicates the distribution 
of these cases according to the diagnosis of the 
neurologic state. We also present several il- 
lustrative cases of the neurologic problems 
encountered during pregnancy and the puer- 
perium. 


Report of Cases 


Case 1. (F.D.H. No. 51-1609) Brain tumor, cere- 
bellar. Five days postpartum. 

This 22 year old woman (J. L.), gravida I, para I, 
had been admitted to another hospital. The history 
revealed that for two months she had had headaches, 
nausea and vomiting as well as blurred vision. She 
was treated as having toxemia of pregnancy. Follow- 
ing delivery of a normal boy on February 17, 1951, she 
continued to have headache and gradually became 
semiconscious. She was then seen in consultation, 
and on February 22, was transferred for intracranial 
surgery. 

Examination revealed a pale subdued patient. The 
B.P. was 130/84, pulse 80, respirations 18, and tempera- 
ture 99° F. The neck was stiff. Funduscopic exam- 
ination showed choked discs with hemorrhages and 
exudates” There was a right sixth nerve paresis. The 
deep tendon reflexes were subdued throughout. ‘There 
were no pathologic pyramidal signs. 

Laboratory Data. The red cell count was 3,450,000 
and Hgb. 12 Gm. The urine had a specific gravity of 
1.015, was negative for albumin, sugar and acetone and 
had normal microscopic findings. The N.P.N. was 29 
mg. per 100 cc. Routine x-ray studies of the skull and 
chest were normal. | 

On February 27, a ventriculogram revealed a well 
filled symmetrically dilated ventricular system includ- 
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TABLE 1 


SUMMARY OF CASES 


Patient 
M.P. 


M.H. 


N.McC. 


B.T. 


B.G. 


M.R. 


F.Z, 


D.D. 


Age 
Yrs. 


28 


49 


99 


40 


46 


24 


34 


30 


nm 


Obstetrical 
a 
Gravida Para 

IV 
VI 
I I 
I I 
VI 
IV Ill 
Il I 
I 0 
VII VI 
I 0 
Vv IV 
IV IV 
II II 
I I 
Ill II 
Ill Ill 
II I 
Ill Il 


Presenting 
Symptoms 


Coma 
Vomiting 


Anorexia 
Vertigo 
Vomiting 


Coma 
Vomiting 


Convulsions 
Headache 
Vomiting 
Headache 
Nausea 
Vomiting 


Vertigo 
Visual Distur- 
bances 


Headache 
Nausea 


Pain in left arm 
Weakness of left 
leg 


Chest Pain 
Weakness of legs 


Headache 
Confusion 


Headache 
Convulsions 


Headache 
Convulsions 


Headache 
Convulsions 
Coma 


Headache 
Vomiting 


Hemiparesis 
Aphasia 


Headache 
Nausea 

Vomiting 
Headache 


Nausea 
Vomiting 


Headache 
Hemiparesis 


Diagnosis 


Brain tumor 
Pregnancy, 5 mos 


Possible brain 
tumor 


Operation 


Cerebellar 
. craniotomy 


None 


Postpartum, 3 mos. 


Brain tumor 
Postpartum, 
5 days 


Brain tumor 
Postpartum, 
7 weeks 


Brain tumor 


Pregnancy, 8 mos. 


Possible brain 
tumor 


Cerebellar 
craniotomy 


Temporo- 
parietal 
craniotomy 


Fronto- 
parietal 
craniotomy 


Ventriculogram 
(Normal) 


Pregnancy, 4 mos. 


Brain tumor 


Pregnancy, 4 mos. 


Spinal cord tumor 
Pregnancy, 7 mos 


Spinal cord tumor 


Pregnancy, 5 mos. 


Subarachnoid 
hemorrhage 
Pregnancy, 4 mos. 


Subarachnoid 
hemorrhage 
Pregnancy, term 


Subarachnoid 
hemorrhage 
Postpartum, 12 da 


Intracortical 
hemorrhage 


Postpartum, 4 hrs. Ventriculogram 


Subarachnoid 
hemorrhage 
Postpartum, 36 
hrs. 


Subarachnoid 
hemorrhage 


Parietal 
craniotomy 


Cervical 
. laminectomy 


Thoracic 
laminectomy 


Cerebral 
arteriogram 
. Carotid 
ligation 
Cerebral 
arteriogram 


Carotid 
ligation 


Cerebral 
arteriogram 


Craniotomy 


Cerebral 
arteriogram 


Pregnancy, 4 mos. Carotid 


Subarachnoid 
hemorrhage 
Pregnancy, term 


Subarachnoid 
hemorrhage 
Pregnancy, term 


Cerebral throm- 


is 
Postabortion, 12 
das. 


ligation 


Pathologic 
Diagnosis 


Medulloblastoma 


Ependymoma 
(Cerebellar) 
(Autopsy) 


Astrocytoma 


Melanoma 


Meningioma 


Glioblastoma 


Glioblastoma 


Melanoma 


Osteogenic 
Sarcoma 


Hemorrhage 
Brain, acute 


Result 


Died. Post- 
mortem section 
(living child) 


Died at home 
5 mos. post- 
partum 


Recovered 


Recovered 


Recovered 


Readmitted 3 mos, 
later. Moribund, 
died. Postmortem 
section (living 
child). 


Recovered 


Discharged im- 
proved. Cesarean 
section 2 mos. later, 
Died at home | 
mo. later. 


Discharged pain 
free, delivered, 

spontaneously $ 
mos. later. Died 

at home 5 mos. 
postpartum. 


Recovered 


Recovered 


Recovered 
Died at home 3 
mos. later 


Died 


Recovered 


Recovered 


Recovered 


Recovered 


Recovered 
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TABLE 1 (Continued) 


Obstetrical 
Age Data Presenting Pathologic 
patient Yrs Gravida Para Symptoms Diagnosis Operation Diagnosis Result 
MEK. 27 Ill Il Aphasia Cerebral throm- Recovered 
Hemiparesis bosis 
Pregnancy, 2 mos. 
ES. 40 lll Ill Aphasia Cerebral throm- Cerebral Recovered 
Hemiparesis bosis arteriogram 
Postpartum, 3 
wks. 
RJ. 22 I I Convulsions Convulsive None Recovered 
Headache disorder 
Postpartum, 3 
wks. 
NW. 26 I I Convulsions Convulsive Cortical gliosis Recovered 
Headache disorder 
Postpartum, 3 
wks. 
CC. 38 Vill VI Convulsions Convulsive Recovered 
Headache disorder 
Pregnancy, 7 mos. 
R.C. 25 Ill Ill Backache devel- Ruptured inter- Laminectomy Fibrocartilage Recovered 
oped during vertebral disc 
pregnancy (Lumbar) 
Postpartum, 5 mos. 
N.C. 27 ll Il Backache devel- Ruptured inter- Laminectomy Fibrocartilage Recovered 
oped during vertebral disc 
pregnancy (Lumbar) 
Postpartum, 2 mos. 
ing the third ventricle, indicating a cerebellar lesion of about one month’s duration. She also described a 
(Fig. 1). At cerebellar craniotomy a cystic cavity con- pain in the left shoulder and arm which she had had 
taining about 30 cc. of yellow fluid was encountered at for years. At this time neurosurgical consultation was 
a depth of about 2 cm. in the right cerebellar hemi- obtained. 
sphere. On the inferior surface of the cyst a nubbin of Physical examination revealed a bright, pleasant pa- 
tumor was identified with a markedly dilated vein and tient. The B.P. was 140/100, pulse 80, and respira- 
artery at its pedicle. This was coagulated and then 
with actual cautery the tumor was excised. The pa- FIG. 1 


tient’s postoperative course was uneventful. She was 
discharged from the hospital 15 days following oper- 
ation. 

Microscopic sections showed this tumor to be a 
cystic astrocytoma (Fig. 2). 

When last examined in August, 1956, she was with- 
out neurologic deficit, and in the fifth month of a 
second pregnancy (Fig. 3). 

Case 2. (S.J.H. No. 54-4014) Spinal cord tumor. 
Pregnancy, seventh month. 

This 22 year old woman (B.G.), in the seventh 
month of her first pregnancy, was examined on April 
9, 1954, because of a complaint of a “numb” sensation 
in the left upper extremity, left chest and trunk. There 
was also a sense of “weakness” of the arm and hand 


TABLE 2 


CLASSIFICATION OF CASES ACCORDING TO 
NEUROLOGIC DIAGNOSES 


Brain tumor 7 
Spinal cord tumor 2 
Subarachnoid hemorrhage 7 
Intracortical hemorrhage 1 
Cerebral thrombosis 3 
Convulsive disorder 3 
Ruptured intervertebral disc 
Total 25 


(Case 1) Ventriculogram. Cerebeilar tumor. 
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(Case 1) Microscopic section of cerebellar astrocytoma. 


tions 22. The neck was stiff. There was moderate 
weakness of the left upper extremity and lesser but 
definite weakness of the left lower extremity. No 
atrophy was present. The deep tendon reflexes were 
hyperactive throughout, the left abdominal reflexes 
were absent, and a sustained ankle clonus was present 


FIG. 3 


(Case 1) Patient J. L. 
tumor. 


five years after removal of cerebellar 
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FIG. 4 


(Case 2) Cervical myelogram. Total subarachnoid block at 
the C-7 level. 


on the left with an abortive ankle clonus on the right. 
There was no sensory deficit to touch; there was right 
sided hypalgesia to pin-prick and to cold discrimina- 
tion with levels of T-4 and T-2 respectively. 

The laboratory studies showed a red cell count of 
4,400,000 with an Hgb. of 13 Gm. The urine specific 
gravity was 1.012; albumin, sugar and acetone were 
negative, and the urinary microscopic findings were 
normal. The blood N.P.N. was 25 mg. and the fasting 
blood sugar 75 mg. per 100 cc. X-ray studies of the 
cervical and thoracic spines were normal. A lumbar 
puncture done April 12, showed a partial block. The 
spinal fluid contained 2 lymphocytes per cu. mm., and 
the total protein was 175 mg. per 100 cc. A cervical 
myelogram showed a total block at the C-7 level (Fig. 
4). 

Cervical laminectomy done April 13, exposed a large, 
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FIG. 5 


(Case 2) Melanoma compressing cervical spinal cord. 


walnut sized, black pigmented tumor occupying the 
left side of the intradural space from C-4 through C-6 
(Fig. 5). As much of the mass as possible was re- 
moved and the wound was closed. 

The microscopic diagnosis was malignant melanoma. 


The patient was discharged to her home May 12. 
On June 1, she was readmitted to the hospital because 
of a complete quadriplegia. A cesarean section was 
done without anesthesia; mother and child were dis- 
charged from the hospital June 11. She died at home 
on July 10, 1954. Unfortunately, no autopsy was ob- 
tained. Repeated thorough examination of the pa- 
tient failed to reveal an obvious primary source. We 
concluded this case represented a primary melanoma 
of the leptomeninges. 


Case 3. (DeP.H. No. 54-3408) Osteogenic sarcoma 
of spine with paraplegia. Pregnancy, fourth month. 

This 40 year old woman (R.K.), gravida VII, para 
VI, was admitted to the hospital in the fourth month 
of pregnancy because of a rapidly developed para- 
plegia. 

Approximately six months prior to admission she 
first had pain in the left infrascapular region, which 
was diagnosed as “neuritis,” for which she was treated 
with oral and parenteral medications. Following con- 
ception the pain became increasingly severe with radia- 
ton into both legs. For two weeks the patient had 
noted increasing “numbness and weakness” of both 


lower extremities. She was admitted to our service 
May 5, 1954. 
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On admission the neurologic examination revealed 
total paraplegia. There was a loss of all sensory modal- 
ities at T-8 on the left, and T-7 and T-10 on the right. 
The deep tendon reflexes were normal, but the ab- 
dominal reflexes were absent. There was incontinence 
of both bladder and rectum. 

The red cell count was 3,900,000 with an Hgb. oi 
10.5 Gm. The urine specific gravity was 1.010, albumin, 
sugar and acetone were negative. The B.U.N. was 18 
mg. and the fasting blood sugar 118 mg. per 100 cc. 
Lumbar puncture studies showed a complete block on 
Queckenstedt test. The fluid was clear and colorless, 
with a cell count of 1, and a protein of 250 mg. per 
100 cc. A myelogram demonstrated a total block at 
the level of T-7 (Fig. 6). 


On May II, because of the block, and principally in 


FIG. 6 


(Case 3) Thoracic myelogram. Total subarachnoid block at 
the T-7 level. 
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order to relieve pain, a thoracic laminectomy was 
done. The lamina of T-7 as well as the body were 
in great part replaced by abnormal sponge-like tumor 
tissue. When this was curetted away, free dural pulsa- 
tion occurred. 


The pathologic diagnosis was osteogenic sarcoma. 


There was no postoperative return of motor power. 
The patient was discharged, paraplegic but without 
pain, on June 2. On October 11, 1954, she delivered, 
spontaneously, a normal male infant. The patient ex- 
pired five months later at home. 

Case 4. (S.J.H. No. 55-7716) 
rhage. Intracranial aneurysm. 
month. 


Subarachnoid hemor- 
Pregnancy, fourth 


This 25 year old woman (D.K.), in the fourth month 
of pregnancy, was admitted to the hospital in a semi- 
stupor on August 14, 1955. 

She had been without complaint until about three 
hours prior to admission, when had awakened from 
her sleep complaining of a severe headache and a stiff 
neck. 

When examined, she incessantly thrashed about in 
bed complaining of a severe headache. The blood 
pressure was 140/100, pulse 100, respirations 24, and 
temperature 100.4. The neck was stiff. The remain- 
der of the neurologic examination was noncontribu- 
tory. At lumbar puncture grossly bloody fluid was ob- 
tained; the pressure was 420 mm. 

The patient was placed in an oxygen tent, and care- 
ful replacement of fluid and electrolytes was carried 
out under mild sedation. Four days after admission, 
a left carotid cerebral arteriogram was normal. On 
August 25, a right carotid cerebral arteriogram demon- 
strated a saccular aneurysm arising from the internal 
carotid artery (Fig. 7). Ligation of the right common 
carotid artery was then done in two stages. 

The patient was discharged from the hospital Sep- 
tember 8, free of headache, subjectively in excellent 
spirits and without neurologic deficit. On February 


FIG. 7 


(Case 4) Intracranial aneurysm of right internal carotid 
artery. 


(Case 4) Patient D. K. eight months following ligation of 
the right common carotid artery. 


24, she spontaneously delivered a normal female in- 
fant, without complication. The neurologic examina- 
tion was entirely normal when last examined in April 
1956 (Fig. 8). 

Case 5. (S.M.H. No. 54-6429) Subarachnoid hem- 
orrhage. Intracranial aneurysm. Pregnancy, term. 

This 25 year old woman (M.R.), gravida V, para IV, 
was admitted to the hospital approximately at term, 
but not in labor, because of headache. 

On admission April 7, 1956, her B.P. was 150/70. 
Shortly after her arrival, she had a generalized grand 
mal convulsion. The urine showed a 3+ albuminuria. 
All other laboratory findings were within normal 
limits. She was not in labor. 

She was treated as a preeclamptic. The following 
day the patient became increasingly obtunded. A 
lumbar puncture yielded grossly bloody cerebrospinal 
fluid. Therapy consisted of oxygen, parenteral fluids 
and electrolytes, vitamin supplements and antibiotics. 


The patient's level of consciousness improved. On 
April 12, a cesarean section was done delivering a 
normal male infant. 

The patient continued to complain of severe head- 


ache. At this time neurosurgical opinion was ob- 
tained. On April 17, bilateral cerebral arteriograms 
were done. The left carotid arteriogram demon- 
strated an aneurysm arising from the left posterior 
communicating artery near its origin (Fig. 9). The 
right carotid arteriogram was normal. 
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(Case 5) Intracranial aneurysm arising from the left pos- 
terior communicating artery. 


The left common carotid artery was ligated in two 
stages. The patient was discharged from the hos- 
pital May 16, free of headache and without neurologic 
deficit. She was last examined October 8, 1956, at 
which time she was asymptomatic and in good health 
(Fig. 10). 

Case 6. (S.M.H. No. 52-10729) Intracortical hema- 
toma (acute). Pregnancy, term. 


This 28 year old woman (M.E.), gravida II, para I, 
was admitted to the hospital June 1, 1956, for a ce- 
sarean section, the indication being a previous section, 
because of a placenta previa. 

The B.P. was 140/100, pulse 100, and respirations 
22. The general physical examination was apparently 
negative. 

The following day the patient was operated upon 
under spinal anesthesia. During the course of opera- 
tion, following delivery of the child, ergotrate was 
injected into the uterine musculature. The patient 
complained of severe headache and became nauseated. 
The blood pressure rose to 200/110 mm. Because of 
these complaints and restlessness the patient was given 
Sodium Pentothal anesthesia. 


Immediately following operation, the patient had a 
generalized convulsion. She did not regain conscious- 
ness. A lumbar puncture done three hours following 
the operation showed the cerebrospinal fluid to be 
‘lightly turbid; the cell count was 3200 RBC per cu. 
mm. with 75 per cent of the cells crenated. 


At this point neurosurgical opinion was obtained. 
At the time of our examination the patient was in 
coma. There was decerebrate rigidity and the right 


FIG. 10 


(Case 5) Patient M. R. five months after ligation of the left 
common carotid artery. 


pupil was dilated. Bilateral pathologic toe signs were 
present. A tentative diagnosis of intracortical hema- 
toma, possibly on the basis of a ruptured aneurysm, 
was made. 

A right cerebral arteriogram showed no evidence of 
aneurysm but did show a downward displacement of 
the middle cerebral artery (Fig. 11). A ventriculogram 
was done immediately, and this showed a dislocation 


FIG. 11 


(Case 6) Right carotid cerebral arteriogram showing the 
downward displacement of the middle cerebrai artery. 
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FIG. 12 


(Case 6) Ventriculogram. Intracortical hematoma, right 
parietal lobe. 


of the ventricular system to the left (Fig. 12). 

A right temporoparietal craniotomy exposed a 
bluish, herniating right hemisphere. The cortex was 
incised exposing a huge intracortical hematoma. The 
liquid portion was removed by suction, and one large 
formed clot was evacuated with the forceps (Fig. 13). 
As this was done, a torn middle cerebral artery was 
found to be pumping freely. The bleeding was con- 
trolled with electrocautery and silver clips. 

The patient did not regain consciousness, and ex- 
pired 24 hours later. Autopsy showed a clean cavity 
without clot, but there was extensive softening of the 


FIG. 13 


(Case 6) The intracortical hematoma removed at operation. 
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basilar portions of the brain which undoubtedly ac. 
counted for her death. ; 

Case 7. (C.H. No. M-60266) Convulsive disorder. 
Pregnancy, seventh month. 

This 38 year old woman (C.C.), gravida VIII, para 
VI, was admitted to the hospital as an emergency on 
October 3, 1956, in her seventh month of gestation, 
According to the story, she was awaiting examination 
in the prenatal clinic when she suddenly lost cop. 
sciousness and had a generalized convulsion. 

All of the patient’s previous pregnancies had been 
without complications except one early miscarriage. 
Subjectively she complained of headaches and nausea 
over the past six weeks. The past history was negative 
except for a head injury sustained in an auto accident 
in 1947. Following this trauma she was unconscious 
for three days. 

During the first 24 hours of hospitalization, the pa- 
tient had six grand mal seizures. 

Physical examination on October 18, revealed an 
alert, oriented patient. The blood pressure was 100/80, 
pulse 68, and respirations 20. She was afebrile. There 
was a motor weakness of the right leg, but there was 
no significant change in the reflexes, and there were no 
toe signs. 

X-ray studies of the skull and chest were normal. 
The Hgb. was 10 Gm. per 100 cc. and the- hematocrit 
was 32. The urine specific gravity was 1.010; there was 
a “trace” of albumin. The B.U.N. was 8 mg., blood 
‘uric acid was 6.3 mg. and the fasting blood sugar was 
98 mg. per 100 cc. Lumbar puncture revealed clear 
colorless fluid, with an initial pressure of 140 mn. 
of water; the protein was 42 mg. per 100 cc. 

An electroencephalogram done on October 10, dem- 
onstrated ‘‘a resting record which showed bilateral 6 to 
8 per second slow activity. This increased on hyper- 
ventilation.” The impression was “a definite nonfocal 
slow dysrhythmia, consistent with a convulsive disor- 
der” (Fig. 14). 

She was placed on anticonvulsant therapy. We saw 
the patient at this time and recommended air studies. 
These were declined by the patient and she was dis- 
charged from the hospital on October 21, 1956. 

Case 8. (DeP.H. No. 56-9557) Venous cerebral 
thrombosis. Three weeks postpartum. 

This 40 year old woman (E.S.), gravida III, para 
III, was admitted to the hospital on August 30, 1956, 
as an emergency because of the sudden development of 
aphasia and right hemiplegia. 

Approximately three weeks prior to this admission, 
the patient delivered a normal male infant without 
complication. She was discharged from the hospital 
one week following delivery. Five days after discharge 
she had a pain in the neck. Her family physician 
found the blood pressure was high, and she was read- 
mitted to the hospital. The headaches subsided on 
bed rest and oral medications. Five days later she 
developed a sudden aphasia and right hemiplegia. 

The blood pressure was 150/90, pulse 88, and respi- 
rations 18. She was afebrile. There was a partial 
motor aphasia. The fundi were normal. The neck 
was stiff. There was a right facial paralysis, and a 
right sided hemiplegia. The deep tendon reflexes 
were hyperactive on the right; the abdominal reflexes 
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FIG. 14 


Left Frontal to Parietal 536 


tight Frontal to Parietal 


eft Parietal to Temporal 


Right Parietal to Temporal 


Left Parietal to Occipital ¥ 


Right Parietal to Occipital 


Occipital to Ternporal 


(Case 7) Electroencephalogram showing a_ nonfocal slow 
dvsrhythmia. 


could not be elicited; a positive right Babinski and 
Oppenheim were present. 

Laboratory Data. The cerebrospinal fluid was clear 
and colorless, with an initial pressure of 250 mm. of 
water, and a total protein of 25 mg. per 100 cc. All 
other laboratory findings were within the normal. On 
September 6, a left carotid cerebral arteriogram was 
completely normal (Fig. 15). 

Subsequently, the patient showed clinical improve- 
ment. She walked without aid, and the aphasic state 


FIG. 15 


(Case 8) Normal left carotid cerebral arteriogram. 


NEUROLOGIC COMPLICATIONS OF PREGNANCY—Smolik et al. 


569 


had cleared almost completely at the time of discharge. 

Case 9. (DeP.H. No. 56-10521) Ruptured _inter- 
vertebral disc (onset of symptoms—fifth month of 
pregnancy). 

This 25 year old woman (R.A.C.), gravida HII, para 
III, five months postpartum, was examined because of 
low back pain. She first experienced back pain in the 
fifth month of her third pregnancy. As the pregnancy 
progressed the pain became more severe, with eventual 
radiation into the left leg. The pain had persisted 
and had not responded to conservative therapy, which 
had included heat, rest, external supports and oral 
medications. 

The physical examination revealed a list to the 
right, limitation of bodily flexion, positive Lesague’s 
maneuver on the left, paravertebral tenderness of L-5, 
S-1, a diminished ankle jerk and a sensory deficit of 
the S-1 dermatome on the left. 


The laboratory studies were normal. A_ lumbar 
myelogram showed a filling defect at the L-5 to S-l 
interspace on the left. 


On September 26, a lumbar laminectomy was done; a 
large ruptured disc at L-5, S-1 was removed. The 
postoperative course was uneventful. The patient was 
discharged asymptomatic from the hospital on Oc- 
tober 5, 1956. 


Discussion 


Brain Tumors. In all, we encountered 7 
cases of brain tumor during pregnancy. Four 
were cerebellar, and three were supratentorial 
in location. 


Incidence. ‘There is no clear evidence that 
there is a statistical increase in tumors during 
pregnancy or in the puerperal stages. How- 
ever, it must be conceded that the incidence of 
brain tumor complicating pregnancy is diffi- 
cult to determine. Many of the early symp- 
toms of brain tumor are identical to the com- 
plaints frequently encountered in the so-called 
normal pregnancy. Reference to table | indi- 
cates that the symptom triad of headache, 
nausea and vomiting were prominent features 
in almost all cases with intracranial complica- 
tions. These symptoms of headache, nausea 
and vomiting are also not uncommon in the 
normal gestational period. 

Even more difficult is the differentiation of 
a toxemia of pregnancy and the signs of in- 
creased intracranial pressure due to brain 
tumor. Undoubtedly, the diagnosis of many 
brain tumors has been missed in the past be- 
cause of the common identification of these 
major symptoms with the pregnant state. A 
greater awareness on the part of both the 
obstetrician and the neurologist that a dual 
pathogenesis may be at play undoubtedly will 
increase the statistical incidence of recognized 
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neurologic conditions and establish clearer 
data in the future. 

Gestational Period. As observed by Alpers, 
Rand and others, most of our patients de- 
veloped symptoms in the later months of preg- 
nancy. Four of our patients developed signs 
in the late months of pregnancy and three 
during the puerperium. 

Specific Agent. To what degree neuro- 
chemical changes of the blood coincident to 
the pregnancy may alter the rate of tissue 
growth or affect the “edema” of the tissue 
about the tumor site has not been determined. 
Whether cellular fluid changes of the brain 
are correlated to the hydremia which exists in 
pregnancy is moot, but it is conceivable that 
it may in some measure “trigger” the symp- 
tomatology. 

Management. This will vary according to 
the problem at hand as well as with the surgi- 
cal judgment and moral philosophy of the 
neurosurgeon in attendance. 


The case of N.McC. illustrates some of the 
difficulties which may present themselves. 
Here, we encountered the unusual situation 
of having a patient (4 months pregnant) pre- 
sent herself with the history of having had 
simultaneous blindness of the right eye, due 
to a hemorrhage in the vitreous of the right 
eye, and a left hemiparesis. There were no 
symptoms or obvious signs of increased intra- 
cranial pressure. Spinal puncture studies re- 
vealed normal spinal fluid pressure with a 
normal total protein. There were no cerebel- 
lar signs, and ventriculograms were normal. 
For a period of time she seemed to improve 
and then vacillated. It was the opinion of the 
neurologic consultant that, in all probability, 
she had had a vascular insult intracranially, 
similar to the process that had caused the 
hemorrhage into the right vitreous. In the 
course of three months, while at home, she 
“went downhill” (now seven months preg- 
nant). At this time she was readmitted to the 
hospital in an already confused state. The 
clinical picture indicated a high degree of 
intracranial pressure which progressed to 
decerebrate rigidity. Ventricular taps through 
the openings previously made confirmed this. 
Because of her desperate state it was deemed 
most unwise to carry out any intracranial sur- 
gery. Temporizing ventricular drainage was 
carried out for a period of ten days. When 
she died a postmortem cesarean section pro- 
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duced a live baby. Postmortem studies re. 
vealed a malignant glioma of the pons which 
had extended into the cerebellum. 

When originally seen, the patient's symp. 
toms and signs had suggested a supratentorial 
localization, yet air studies did not substan. 
tiate this. Terminally, the localization was 
uncertain and only at necropsy was the diag. 
nosis defined. In any event the lesion was 
not surgically accessible, and fortunately the 
added time gained allowed for the birth of a 
normal child. 


In other instances when intracranial tumor 
was suspected, treatment was carried out with- 
out regard to the pregnant state. This follows 
average, good surgical judgment, namely that 
when the patient’s general state can tolerate 
the average stress of a brain tumor operation, 
this should be carried out. In these instances 
successful results were obtained, in that both 
the patient and the child subsequently sur- 
vived. 

Spinal Cord Tumors. Both of our cases 
(B.G. and R.K.) had pain as the dominant 
symptom, for which treatment was given on 
the basis of “neuritis” for many months. The 
indications for surgery are no different than 
those accepted in the absence of pregnancy. 

In neither instance did we benefit the para- 
plegic state, but in each pain was abolished. 
Both had successful parturitions, one by cesar- 
ean section and one by spontaneous delivery. 
The malignant nature of the lesions militated 
against a hopeful prognosis. The influence of 
pregnancy in the pathogenesis of these tumors 
is unknown.!! 

Subarachnoid Hemorrhage Due to Intra- 
cranial Aneurysm. In 1951, Conley and 
Rand" and Schwartz!’ independently of each 
other culled the world’s literature for cases 
of pregnancy complicated by subarachnoid 
hemorrhage. The former recorded 20 and ad- 
ded 8 cases of their own. Schwartz found 29 
in the world’s literature and added 3 cases of 
his own. Since then other case reports, such 
as Walton’s,'* have appeared. 

We have encountered 7 cases of subarach- 
noid hemorrhage in pregnancy. Three were 
due to proven aneurysm; the others are of 
doubtful pathogenesis. 


Conley and Rand reported a maternal mor- 


tality of 42.9 per cent and a fetal mortality of 
26.3 per cent. 
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The normal mechanical stresses of preg- 
nancy may be sufficient to precipitate rupture 
of an intracranial aneurysm. The subarach- 
noid hemorrhage may present itself clinically 
as an abrupt, almost overwhelming phy- 
siologic insult, or with less dramatic com- 
plaints of a “headache and stiff neck.” 

When the patient’s physiological condition 
permits, cerebral arteriograms should be done. 
The demonstration of an intracranial an- 
eurysm certainly influences the obstetrical 
management of the patient. The surgical 
management of the lesion is dependent upon 
the anatomy of the aneurysm and the phys- 
iologic state of the patient. 


In our three cases of subarachnoid hemor- 
rhage due to proven intracranial aneurysm 
(D.K., M.R. and F.Z.), the aneurysm arose 
from the internal carotid, the posterior com- 
municating and the anterior cerebral arteries, 
respectively. 

Two of the patients (D.K. and F.Z.) were 
in the fourth month of gestation. The third 
patient (M.R.) was in the ninth month of 
pregnancy when the symptoms of subarach- 
noid hemorrhage developed. However, we 
first examined this patient in the early puer- 
peral period. The cerebral arteriograms and 
the carotid ligations were tolerated without 
adverse effect on the course of the pregnancy 
(D.K. and F.Z.). 


All three patients recovered. There were no 
residual neurologic deficits with the exceprion 
of one patient (F.Z.) in whom there was a 
residual hemiparesis and partial aphasia, 
both of which developed abruptly at the time 
of hemorrhage. 

Cerebral Venous Thrombosis and Subarach- 
noid Hemorrhage without Aneurysm. The 
concentration of the normal blood chemicals 
varies to pathologic degrees in certain phases 
of gestation. The prothrombin and fibrino- 
gen concentrations in the plasma are usually 
increased in the early stages of pregnancy.* 
Acute hypoprothrombinopenia and_hypofi- 
brinogenemia, with increased plasma fibrino- 
lytic activity and proacceleran deficiency has 
been reported in the early puerperal period.‘ 
Such alterations could predispose a patient to 
cerebral thrombosis or hemorrhage. 

The clinical manifestations of cerebral 
venous thrombosis are usually an abrupt neu- 
rologic deficit. The so-called puerperal 
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hemiplegia® is considered to be of cerebral 
venous origin. Classically, the onset of symp- 
toms is in the early postpartum period. The 
etiologic basis is unknown, but that particu- 
late matter of pelvic venous origin could pass 
via the vertebral venous system to involve the 
cortical venous channels has been suggested." 


Three cases reported here (M.K., E.S. and 
M.B.) had classical signs of cerebral throm- 
bosis. In each instance the onset of aphasia 
and hemiparesis was abrupt. The cerebro- 
spinal fluid was clear with normal chemical 
findings. In each instance, the patient re- 
covered. 

One patient (E.S.) had the classical clinical 
finding of puerperal hemiplegia as described 
by Stevens. The onset was abrupt in the early 
puerperal period. The cerebral arteriograms 
showed no evidence of arterial thrombosis. 

A third patient (M.B.) had the abrupt onset 
of aphasia and hemiparesis 12 days following 
a miscarriage during the fourth month of 
pregnancy. She recovered without neurologic 
deficit. 

Convulsive Disorders. The nontoxic basis 
for convulsive seizures in pregnancy is un- 
known.1*18 Jt is possible that cerebral hy- 
poxia could serve as a precipitating cortical 
irritant. Previous reports have shown that 
both arterial and venous oxygen concentra- 
tions are lower in the pregnant than the non- 
pregnant woman.? This may be related to the 
hydremia of pregnancy and the not infrequent 
anemia of the gravid woman. 

Ruptured Intervertebral Discs. That the 
mechanical stresses of pregnancy could favor 
the development of a ruptured intervertebral 
disc is obvious. The relaxation of the sacral 
and lumbar joints may predispose to the disc 
rupture.!® This possibility should be con- 
sidered in evaluating the backache of the preg- 
nant patient. The management should be 
conservative during this period. 


Summary 


We have encountered 25 cases of pregnancy 
and early puerperium which were associated 
with independent neurologic lesions. These 
included brain tumors, spinal cord tumors, in- 
tracranial aneurysms, subarachnoid hemor- 
rhages of undetermined source, venous cere- 
bral thrombosis, epilepsy and ruptured inter- 
vertebral discs. 
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The presentation of these cases and their 


problems was made with the intent to empha- 
size both the inherent difficulties in diagnosis 
and the further need for cataloguing such 


lesions. 


Additional data may well bring out 


evidence that this association may be more 
than coincidental. 
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(Abstract) 
Dr. Frank J. Otenasek, Baltimore, Md. 


Discussion 


It is a pleas- 


ure to discuss these interesting observations by Dr. 


Smolik and his colleagues. 
state, is 
ne 


Pregnancy, as the authors 
such an “abnormal-normal” condition, that 
urologic abnormalities occurring in the course of it 


are likely to be looked upon as some unusual mani- 
festation of the eclamptic or so-called “preeclamptic” 


State. 


to 
as 


own 


Therefore, it is not uncommon for obstetricians 
look upon a neurologic complication of pregnancy 
something more or less naturally falling within their 
domain, and sometimes definitive neurologic 


treatment is delayed until almost too late. 
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It is for this reason that this presentation is of jp. 
terest. It points up the imporatnce of recognition of 
neurologic conditions in the gravid woman which bear 
only an incidental relationship to the pregnancy, As 
the essayists carefully emphasized, there is no evidence 
that neoplasms of the brain or spinal cord are any 
more or any less common during pregnancy than at 
any other time. Yet symptoms referable to such 4 
coincidence in pregnancy are frequently looked upon 
as a more or less normal and an expected complica- 
tion of that condition. Neglect in treatment sometimes 
results. 


The effect of pregnancy on certain histologically 
benign but vascular tumors has long been known, 
but has, nevertheless, frequently led to mistaken diag- 
nosis. Cushing, as long ago as 1917, reported the case 
of a patient with an acoustic neurinoma, in whom 
symptoms first appeared during pregnancy, disap. 
peared following delivery, only to reappear in a much 
more severe fashion during a subsequent pregnancy. 
It is not at all unlikely that the size of some menin. 
giomas and neurinomas can be increased during preg. 
nancy, probably as a result of vascular engorgement 
and not due to actual growth of the tumor itself, for 
the postpartum remission of symptoms is a frequent 
observation. 

I recently saw a woman of 43 years who 12 years 
before, during the fifth month of pregnancy, developed 
double vision, drooping of the left eye lid, numbness 
and pain in the left side of the face. These all cleared 
up within two months after delivery. About 10 years 
ago, at the fifth month of her second pregnancy, the 
same symptoms developed again. This time they were 
more severe and persisted longer. The drooping of the 
lid was so pronounced that a plastic operation was 
contemplated for a time. The patient never made a 
complete recovery from this episode, for she continued 
to have double vision and the tingling of the left side 
of her face persisted. She was sterilized. Finally, 9 
months later, before I saw her, she had become con- 
scious of failing vision in the left eye. On examina- 
tion, the Foster-Kennedy syndrome was_ evident. 
There was primary optic atrophy in the left eye and 
papilledema on the right. By arteriography the pa- 
tient was shown to have a meningioma of the left mid- 
dle fossa. Operation was carried out. Interim diag- 
noses were disseminated sclerosis and, because of the 
ptosis, myasthenia gravis. Recognition of the effect of 
pregnancy upon intracranial tumors might have saved 
vision by permitting a diagnosis 12 years before. 

As for ruptured intervertebral discs, 1 do not be- 
lieve them to be a common complication of pregnancy 
and have, with certainty, encountered less than six in 
a personal series of more than 2,000 operations for this 
lesion. It has been our opinion that if the patient is 
seen in the first 4 months of pregnancy and is in acute 
pain, operation should be done. If seen later, con 
servative treatment (including bed rest, if necessary) 
is deemed wiser. 


I would like to congratulate the authors for arousing 
renewed interest in a frequently misleading and some- 
times neurologically neglected group of patients—the 
gravid women. 
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Adhesions of the Labia Minora: 


Treatment with Topical Estrogenic Ointment* 
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B. H. WILLIAMS, M.D., and C. J. CRAMM, JR., M.D.,t 


Temple, Tex. 


This not infrequent finding may lead to misdiagnosis with 
consequent worry in the parents. Its successful treatment is simple. 


Tue ENTITY known as adhesions of the labia 
minora or, if you wish, adhesive vulvitis, is 
created when union is established by con- 
nective tissue between the opposing labia 
minora. The area of adherence varies in de- 
gree, both in length and in depth; but the 
need of urinary escape always prevents com- 
plete closure. In effect, a view of the vulvar 
vestibule is obstructed, and because of this 
confusion may arise in diagnosis. 


The purpose of this paper is twofold. In 
the first place we advocate the routine exam- 
ination of the vulva throughout the period of 
childhood to know its state, whether normal 
or abnormal. In our experience and from 
published reports, it is astonishing to learn 
how this entity, which is usually asympto- 
matic, can lead to confusion among physicians 
and to profound anxiety in the family of the 
child when given an erroneous diagnosis. In 
the second place, we wish to demonstrate the 
results of endocrine therapy for this condition 
and to recommend its use in place of a surgi- 
cal procedure with or without anesthesia. 


Review of American Reports 


At the present time, the Standard Nomen- 
clature of Diseases and Operations! lists two 
categories under which this entity may be 
classified. They are Labia minora, adhesion 
of, congenital (773-025); and Vulvitis, ad- 
hesive, congenital (774-091). Unfortunately, 
several synonyms have been used in the liter- 
ature; these should be discarded. In our opin- 
ion the condition is not congenital with rare 
exceptions. In 1934, Nowlin? described the 
lirst case reported in American medical litera- 


*Read before the Section on Pediatrics, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

{From the Department of Pediatrics of the Scott and 
White Clinic, Temple, Tex. 


ture. In 1936, Nowlin and Adams* described 
8 cases under the title, “Atresia of the Vulva 
in Children,” or cohesion of the labia minora. 
The age range of these patients extended 
from five months to three years. Six children 
had symptoms referred to the urinary tract. 
Photographs were published. The authors be- 
lieved that the condition was acquired. 

In 1940, Campbell,t under the title, 
“Vulvar Fusion; Its Urogynecologic Interest,” 
reported 9 cases, each of which had been re- 
ferred to him as instances of either hermaph- 
rodism or pseudohermaphrodism. All pa- 
tients except one, aged 8 years, were less than 
two years old. With regard to the 8 vear old 
child, Campbell describes the confusion which 
persisted between the fields of urology and 
gynecology for a year before the author took 
it upon himself to disrupt the adhesions, this 
occurred in 1931. Excellent photographs were 
reproduced. 

In 1941, Taylor’ described 2 cases of vulvar 
fusion. One patient was an adult, aged 74; 
and the other was a child, aged 7. The child 
was treated surgically under anesthesia. 

In 1943, Bowles and Childs® reported 20 
cases showing “‘synechias of the vulva.” The 
adhesions in one infant were present at birth. 
Fifteen of the children acquired varying de- 
grees of fusion between their periodic exam- 
inations in the pediatric clinic. One of the 
cases had been diagnosed previously as an 
imperforate hymen. Photographs were _pre- 
sented. 


In 1949, Nowlin, Adams, and Nalle’ re- 
ported a study of 110 cases of vulvar fusion. 
They stated that the case of congenital ad- 
hesions reported by Bowles and Childs was 
the only one they were able to find in the 
literature to support the theory that such ad- 
hesions were congenital in origin. Their pa- 


957 
in- 
€ar 
As 
any 
at 
ha 
pon 
mes 
ally 
iag- 
case 
om 
Sap- 
uch 
ney, 
nin- 
nent 
for 
lent 
ears 
ped 
ness 
ared 
ears 
the 
were 
was 
le a 
side 
y, 9 
con- 
jina- 
lent. 
and 
pa- 
mid- 
liag- 
the 
val 
aved 
be- 
ancy 
X in 
this 
nt is 
cute 
con- 
sary) 
ising 
pme- 
—the 


574 SOUTHERN MEDICAL JOURNAL 


tients were treated by manual lateral traction 
or by blunt dissection. The age range was 
from six and one-half weeks to seven and one- 
half years. Twenty per cent of these children 
had one or more recurrences after treatment. 

By 1951, Campbell® had seen 18 cases of 
fusion of the labia minora. Most of these had 
been thought to be instances of pseudo- 
hermaphrodism or hermaphrodism. He cites 
the cases of two sisters, 5 and 6 years of age, 
with fusion of the labia minora. Their mother 
had a list of eleven plastic surgeons, scattered 
over the United States, whose opinions she 
had expected to obtain with reference to treat- 
ment for her daughters. Excellent photo- 
graphs were reproduced. 

It is of interest to note that Carrington,® 
in 1952, while discussing gynecologic prob- 
lems in the preadolescent and adolescent 
years, does not mention adhesions of the labia 
as an entity in this age group; whereas, in 
1954 in a paper! in which she discusses 
gynecologic problems in infants and prepu- 
beral girls. it was noted that 10 of 90 cases re- 
ferred to the pediatric gynecologic clinics 
were cases of labial agglutination. Four of the 
10 patients were referred with the diagnosis 
of vaginal atresia, or some serious anomaly. 
She noted that the parents were anxious and 
dismaved in these instances. 


Schauffler,"! in 1953, in discussing adhesive 
sealing of the labia, noted that this condition 
may become very worrisome clinically if not 
understood and properly managed. He ob- 
served that mothers and uninformed phy- 
sicians had supposed at times that there was 
no vagina, or that there was some sort of 
ablation of the normal genital area. It was 
his impression that adhesive sealing was apt 
to be associated with a hypo-estrogenic re- 
action involving, also, the vaginal mucosa. He 
recommended gentle separation of the ad- 
hesions under anesthesia, if necessary, and 
without the parents in attendance. Postoper- 
ative application of an estrogenic ointment or 
cream was included in the regimen. 

Greenhill’? has cited the importance of 
Schaufftler’s contribution, “because not 
enough attention is paid to the genitals of 
infants and children. It is only when a real 
problem arises that the pediatrician refers a 
child to a gynecologist.” 

Barysh,!° in 1954, emphasized the impor- 
tance of early detection of vulvar fusion by 
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routine examination. He described complica. 
tions which may arise not only from erroneous 
diagnosis, but also from surgical therapeutic 
procedures. He stated, “This entity, which 
is of minor import in infancy, is disturbingly 
significant in childhood and adolescence.” 

Gellis'* noted that Barysh advocated the 
use of light anesthesia to prevent psychologic 
trauma if the agglutinated membranes were 
thickened or adherent in an older child. [y 
an editorial comment, it was stated that, “this 
condition is extremely common in pediatrics 
and too frequently overlooked.” 


In 1956, Teton and Treadwell’ reported 
two cases of adhesive vulvitis. The children 
were given appropriate doses of estrogens, 
orally. The adhesions resolved completely; 
however, other “end-organ” effects were ob- 
served in each instance. It was stated that one 
child, aged 4, had received many types of 
treatment over a period of 3 years with no 
lasting success until oral estrogens were tried. 
Yet, in conclusion, the oral administration of 
estrogens was recommended, where indicated, 
only for children between the ages of three 
years and puberty. 

Recently, Anderson'® has discussed treat- 
ment of labial adhesions in children. He 
postulated a peculiar mucilaginous property 
in the mucous secretions of patients who de. 
velop labial adhesions or who have a recur- 
rence of adhesions. We have found no refer- 
ences in the literature which provide a his 
tologic description of these adhesions. Appar- 
ently, biopsy has not been considered neces 
sary. Anderson has reported careful observa 
tions in a series of untreated cases, and has 
noted spontaneous dissolution of the ad- 
hesions in the later period of childhood. He 
advocated a “no treatment plan” unless symp- 
toms such as dysuria develop. 


We have not attempted to review this sub- 
ject in the European literature, though Vese- 
ly,17 in 1948, referred to reports dating from 


1872. For treatment, he advocated basal 
avertin anesthesia and resection of the a¢- 
hesions with thermocautery. He cites an it- 
cidence of adhesions of the labia minora of 
1.3 per cent in a total of 1,400 pediatric re 
ferrals to the gynecologic clinic over a period 
of 4 years. 

When one contemplates the national birth 
rates of recent years and the total number 
of preadolescent girls, it is suggested that ad- 
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hesions of the labia minora will be observed 
frequently, if looked for. 


Etiology 


The cause of this condition has not been 
defined; but the observations of Schauffler," 
of Teton and Treadwell, and our experience 
suggest that these adhesions may develop in 
the presence of a defective vulvar mucosa due 
to the hypo-estrogenism of childhood in con- 
junction with mucosal trauma resulting from 
bacterial activity, physical factors, or both. 
The rarity of cases found in the newborn 
period may be due to the transient pseudo- 
precocity of the newborn which is attributed 
to stimulation by estrogens of maternal 
origin.!* By the same token, the increase of 
circulating estrogens in preadolescent girls 
with concurrent maturation of the genitalia 
may account for the rarity of labial adhesions 
in this age group. Whether or not there is an 
exaggerated hypo-estrogenism in these cases 
may be determined by studies of urinary 
estrogen excretion in a significant series. To 
our knowledge this has not been done. 
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Treatment 


With the exception of the recommendation 
by Teton and Treadwell for the oral admin- 
istration of estrogens in patients aged 3 years 
to puberty, manual or instrumental disrup- 
tion of the adhesions, with or without anes- 
thesia, has been advocated by others discussing 
this subject. 


In collaboration with Burch,!® in 1947, we 
induced resolution of adhesions in a patient 
by the daily topical application of an estro- 
genic ointment.* Since then 45 patients have 
been treated successfully with this prepara- 
tion. In each instance a total dosage of 5,000 
units of estrogen has been applied to the vulva 
in 24 hours by the patient’s mother. This 
procedure has been continued daily for as 
long as necessary. The mother must be ad- 
vised with regard to the technic since efficacy 
of treatment is related to the application of 
the ointment both dorsally and ventrally, with 
reapplication after each micturition or bath. 
Duration of therapy has varied in relation to 


*Menformon Dosules—Organon, Inc. 


FIG. 1 


Progress of therapy in a typical case of adhesions of the labia minora in a 5 year old girl. (A) State of adhesions at the 
beginning of treatment, November 1, 1955; (B) after 10 days of therapy; (C) after 14 days; (D) after 18 days; (E) after 
21 days; (F) complete resolution of adhesions on November 25, after 24 days of therapy. 
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the proficiency of technic and to the extent 
and depth of the adhesions. 

Figure | illustrates the progress of therapy 
in a typical case of adhesions of the labia 
minora. We have not observed changes in 
other “end-organs” in our series. There has 
been no evidence of psychologic trauma in 
child or parent. In recurrent cases, treatment 
has been repeated, although recurrences can 
be minimized if the parent is urged to prevent 
them by maintaining labial separation during 
routine hygienic care of the vulva. 


Comment 


Forty-five patients with adhesions of the 
labia minora have been treated successfully by 
the topical application of an estrogenic oint- 
ment. Estrogen therapy for this condition is 
effective, harmless, performed in the privacy 
of the home, inexpensive, and painless. It 
eliminates surgical and anesthetic risks, and 
does not disrupt the harmony of relationships 
between the child, the parents, and the phy- 
sician. 
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Discussion (Abstract 


Dr. J. E. Burch, Joplin, Mo. This interesting con- 
dition is by no means rare. It is probably seen more 
frequently by the pediatrician than by the gynecolo. 
gist. In the past two years, one of our pediatricians, 
Dr. Burton Graves, has seen 23 cases, while I have 
seen only one. I do not see them as frequently as a 
few vears ago, because they are being recognized and 
treated by the pediatricians and other physicians of 
our community, and are not referred to a gymecologist, 

The same medication as outlined by Dr. Williams 
was used in these 23 cases. Twelve were severe having 
almost complete fusion, and 11 were moderate. Eleven 
of the 12 severe cases showed prompt clearing with 
approximately one month of therapy. One recurred 
twice but cleared on repeated treatment. Of the 1] 
moderate lesions, 10 cleared completely. One recurred, 
but cleared on a second course of treatment. Thus all 
23 cases were cured with topical estrogen. 

Gynecologists and urologists should be particularly 
interested in this condition, since first inspection fre. 
quently prompts the diagnosis of hermaphrodism or 
other genital anomaly. However, a more important 
consideration is genital and urinary function, particu. 
larly interference with urinary outflow. Hematocolpos, 
of course, may occur with collection of menstrual 
blood in the vagina behind the fused labia. 

This condition is not seen in the sexually mature 
adult, unless it was present from childhood, in spite 
of the obviously greater trauma and irritation. It is 
seen after the menopause. As stated by Dr. Williams, 
Taylor reported a case of acquired fusion in a 74 
year old adult. Obstruction to urination was so severe 
that no definite stream of urine could be passed from 
the urethra, but a continuous dribbling of urine 
seeped from the vulva. This lesion was secondary to 
severe senile vaginitis. 

In children vulvovaginitis is frequently due to an 
exaggeration of the normal hypo-estrogenic condition 
of childhood resulting in a true senile vaginitis. The 
mildly reddened, sore, or itching vulva, with a thin 
yellowish watery discharge, is typical in the child or 
postmenopausal adult. If hypo-estrogenism is the fac- 
tor, one should be able to give oral estrogen. and 
cure the condition. 

As stated by Dr. Williams, two months ago, Teton 
and Treadwell reported two cases treated only with 
oral estrogen. Complete lysis of the adhesions occurred 
without manipulation or surgery. Slight darkening 
and enlargement of the nipple and areola, and fine 
scanty hair occurred in each child. 

Although these side effects disappear in a few 
months, they are less likely to occur with topical 
therapy. Topical therapy is preferred in postmeno- 
pausal adults because the side effects of oral ot 
parenteral therapy are much greater. Postmenopausal 
bleeding may occur to confuse one with the worry of 
a uterine lesion. Therefore, we feel that local topical 
therapy is the preferred treatment for this condition. 


| 
| 
| 


con- 
nore 
colo- 
ians, 
have 
asa 
and 
IS of 
gist. 
wing 
leven 
with 
ured 
e 
is all 


ilarly 
fre- 
m or 
rtant 
rticu- 
trual 


ature 
spite 
It is 
liams, 
a 74 
severe 
from 
urine 
to 


to an 
dition 
. The 
thin 
ild or 
e fac- 
. and 


Teton 

with 
curred 
kening 
d fine 


a few 
opical 
meno- 
ral or 
pausal 
of 
topical 
dition. 


VOLUME 50 


577 


The Role of a Specialty-Proctology* 


EDGAR BOLING, M.D., Atlanta, Ga. 


PROCTOLOGY, as a specialty, was born at the 
turn of the century. In 1899, the American 
Proctologic Society was organized with twelve 
members in Columbus, Ohio. A year later the 
second meeting was held here in Washington, 
D. C. The first president was Dr. Joseph M. 
Matthews of Louisville, Kentucky, who was 
also president of the American Medical As- 
sociation. Today we are honored to have as 
our guest speaker the present president of 
the American Proctologic Society, Dr. Rufus 
C. Alley of Lexington, Kentucky. 


The object of this organization is to facili- 
tate the dissemination of knowledge relating 
to the colon, rectum and anus and to encour- 
age proctologic research. In 1937, Dr. Curtice 
Rosser of Dallas, Texas, and Dr. Marion C. 
Pruitt of Atlanta, Georgia, both past presi- 
dents of the American Proctologic Society, 
organized this Section of Proctology in the 
Southern Medical Association. Thus both or- 
ganizations have binding ties. 

The Southern Medical Association early 
recognized the need for specialty sections for 
the pooling of knowledge and experience and 
the recording and spreading of this crystaliza- 
tion of thought to the doctors of the South. 
This it has endeavored to do in its meetings 
and its Journal of the Southern Medical As- 
sociation. In this era of specialization this 
function could not be adequately achieved 
by the specialty groups themselves. 

While the value of specialization is now ac- 
cepted by the profession and laity alike, cer- 
tain dangers present themselves. First, there 
is the tendency for the physician who limits 
his work to withdraw within his own specialty. 
Unless a specialty can fit into the entire 
framework of the medical family as a func- 
tional unit, it becomes a thing apart, with- 
out meaning or effectiveness. Coexistence is 
not enough, but rather cooperative integra- 
tion is absolutely necessary. 


Let us use proctology as an example. There 
are fewer than 500 doctors in the United 


*Chairman’s Address, read before the Section on Proctology, 
Southern Medical Association, Fiftieth Annual Mceting, Wash- 
ington, D. C., November 12-15, 1956. 


States who limit their work to proctology, and 
not more than another 500 who make proc- 
tology a major effort. It is not the desire, nor 
is it possible, for this group to render proc- 
tologic advice and treatment to the entire 
American public, 167,000,000 people. If proc- 
tologic service is to be held at a high level, 
then our cumulative experience must be given 
to all who do this work, the generalist and 
the general surgeon. It is probably true that 
two-thirds of the American public first con- 
sult their family doctor in reference to their 
illness. It is therefore essential that an en- 
lightened and energetic generalist be the back- 
bone of the American Medical System. The 
American Academy of General Practice is do- 
ing a magnificent job to raise the standards 
of the generalist, and I am happy to say that 
they have included the subject of proctology 
as important in their postgraduate medical 
assemblies. The performance of a better proc- 
tologic examination by every generalist would 
be the first step toward a great reduction in 
morbidity as well as mortality of the Amer- 
ican public. It is our desire and hope that we 
can better help them in this effort. 

The second group that must be influenced 
for the advancement of proctologic service is 
the general surgeon. For many years I was a 
member of this group, and I am well aware 
of the difficulty encountered here. It is a fact 
that much proctologic surgery is performed 
perfunctorily by men who are not interested 
in this type of work and who are using 
methods which they learned twenty or thirty 
years ago. Some of our best surgeons who per- 
form flawless gastrectomies, cholecystectomies 
and thyroidectomies, do inadequate and in- 
complete proctologic surgery. I am proud that 
at this meeting of the Southern Medical As- 
sociation, a joint session is scheduled, in which 
the Section of Surgery and the Section of 
Proctology are combining to discuss our com- 
mon problems. 

A closer working understanding between 
one specialty and another, and above all with 
the generalist, is essential. The lack of this is 
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well illustrated by the patient who has a 
cataract removed, an elective hernial repair, 
or a prostatic resection performed in the 
presence of a far advanced adenocarcinoma 
of the rectum or colon. This could have been 
prevented by a complete physical examina- 
tion by a generalist or internist and a report 
made by him to all concerned. All of us in 
special fields would do well to return the pa- 
tient to them for a clearance of the general 
medical condition before any elective surgery 
is undertaken. If we are to specialize, we must 
recognize that we are more dependent than 
ever upon the doctor doing the complete 
physical examination and treating the entire 
patient. 

But there is more to specialization than 
merely having a well-integrated doctor. The 
successful specialist must not only come down 
from his “ivory tower” and establish a closer 
working understanding with the profession, 
but he must forever strive for the highest pos- 
sible standards in quality of service rendered. 
The certifying Boards in the various special- 
ties, a product of organized specialization, 
have done much to raise the quality in each 
respective field. The purpose of these Boards 
is worthy of praise and each Board is con- 
scientiously trying to fulfill this purpose. The 
members who serve on these respective Boards 
should be highly commended. In the face of 
this, however, there is no denying that Board 
certification often causes friction and many 
times turmoil in the medical profession. 
Board certification is an accomplishment 
which may be accepted with pride, but it 
carries with it a responsibility which portends 
great humility. If it engenders a “holier than 
thou” attitude it is but a “millstone around 
one’s neck.” Board certification should mean 
that the minimum training standards have 
been met for specialization, and by no means 
is it true that here is a finished product. One 
criticism of the Boards which is unjustified 
is on the subject of appointment to hospital 
staffs. The power of appointments to hospital 
staffs resides in each hospital’s executive com- 
mittee or commission, and therefore the certi- 
fying Boards have no jurisdiction. It is there- 
fore the prerogative of each hospital to decide 
on the merits and qualifications of each phy- 
sician applying for staff appointment. While 
having Board diplomats on a hospital staff 
should be desirable, it should not be manda- 
tory. The Boards have been flexible in the 


past and have changed or moderated their 
requirements. During the war years, they al. 
lowed credit for some of the time spent in the 
service. This was a commendable as well as 
patriotic action. Probably it would be well 
also in the future if they allow credit for time 
spent in the general practice of medicine. 
This would make better foundation training 
before special training is sought. The recogni. 
tion of preceptorship training is noteworthy, 
and I am glad to state that both the Amer. 
ican Board of Proctology and the American 
Board of Surgery accept this type of training 
if it is approved. 

My remarks while applicable specificalh 
to proctology would apply to some extent to 
the other surgical specialties. To be qualified 
for any surgical specialty, a doctor should 
have a cultural educational background as 
well as a scientific one. He should embody 
the highest principles of a physician, deserve 
respect as a surgeon, and have a dedicated 
devotion and enthusiastic interest in his 
chosen specialty field. These are demanding 
qualifications, but not too severe when you 
consider a surgical specialty to be a dedicated 
way of life in the medical profession. Any 
specialty, to be effective, must spread special- 
ized knowledge at the undergraduate, grad- 
uate, and postgraduate levels. To accomplish 
this purpose the role of a specialty, and spe. 
cifically proctology, must forsake a_ mere 
peaceful coexistence and warmly embrace the 
spirit of cooperation, understanding and mu- 
tual responsibility. We must have “pride with- 
out prejudice.” 

The task is not as difficult as it might seem. 
Medicine is a science and therefore will con- 
tinue to expand in diverse and ever-widening 
directions as more knowledge is acquired. But 
if medicine itself is a many-faceted science, 
the practice of medicine remains today, as it 
was in the time of Hippocrates, an art. Al- 
though medical science has demanded that 
some of its practitioners specialize in order to 
continue and expand medical progress, the 
art of healing as it has done for five thousand 
years, continues to be the binding force of all 
men engaged in the common effort of healing 
the sick. It remains for us, the latest develop- 
ment in this medical tradition, to see our 
selves as part of that tradition, and by taking 
our places in it, to continue to deserve that 
degree of confidence and respect which mat- 
kind has accorded no other profession. 
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Some Interesting Experiences in 
Teaching Psychiatry to General 


Practitioners’ 


T. A. WATTERS, M.D.,+ New Orleans, La., and 
JOHN W. ATKINSON, M.D., Gretna, La. 


The authors describe a new approach in postgraduate instruction in the field of psychiatry. 


IMMEDIATELY FOLLOWING WorLb Wak II, with 
recognition that more help was needed to 
combat the pressing problem of mental dis- 
order, there was a great upsurge of interest 
in psychiatry. Training more psychiatrists, 
clinical psychologists, and social workers was 
thought to be the essential answer. So the 
various schools and postgraduate organiza- 
tions were urged to encourage more students 
to enter psychiatry, psychology and psychiatric 
social work. The psychologist and social work- 
er were brought closer to the medical axis of 
training, with certain problems naturally 
arising, yet to be settled. There was nothing 
wrong with this plan except the time needed 
to train all these people, and clarify areas of 
greatest effectiveness within the general 
psychiatric framework. 

Another solution occurred to a limited 
number of psychiatrists, the present author 
among them. Why not take the general prac- 
titioner or family physician, who by virtue of 
his broad base of human understanding and 
personal dedication, is the nearest to us in 
sympathies, natural endowments and experi- 
ence? With all the psychoneurotic veterans 
about to fill his waiting room, the time 
seemed ripe to mobilize his interest in psychia- 
try and train him to use it in his practice. 
After all, just as there is minor surgery, there 
certainly is minor psychiatry, and some gen- 
eral practitioners are quite adept at it. 


In the middle forties the general physician’s 
star was somewhat obscured. Specialism was 
in the ascendance, with the scientific attitude, 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 
+From the Department of Psychiatry and Neurology, Louis- 


iana State University School of Medicine, New Orleans, La. 


new scientific discoveries and tests the order 
of the day. Patients were turning their backs 
on their old friend, the family doctor, in favor 
of the specialist. There was an unexpressed 
sentiment that perhaps the personal physician 
who had treated their maladies, answered 
their night calls cheerfully, and mended their 
broken spirits, was on the way out. But if so, 
who would take his place? One of the special- 
ists, no doubt. An internist? Or even a psy- 
chiatrist? Many stopped to wonder, but there 
was no real need to quarrel over the suc- 
cession. It may not be realized, but “there is 
a tendency on the part of the patient to make 
every doctor he likes a family doctor.”! For 
this reason any of the specialists had the 
chance to wear the crown of personal phy- 
sician, if he were fitted by inclination, temper- 
ament, ability, and attitude to do so. 

During these times the psychiatrist, a spe- 
cialist, but motivated similarly as the general 
physician, was trying with him to preserve the 
art of medicine and the total concept of the 
situation and the patient. It is true that 
psychiatry was still hiding somewhat behind 
neurology, as far as the general public was 
concerned, and our patients came to us in 
dark glasses and preferred to call us “nerve 
doctors.” But we made the most of our op- 
portunities and by necessity became adept in 
the art of taking a history. We procured facts 
and arranged them into a sequential story of 
the meaning and motivation of the patient’s 
suffering. History-taking remained a tool with 
us, a part of our armamentarium, an artful 
technic that was falling into disuse in that 
heyday of specialism with its fragmenting of 
the human being and overtesting. While 
mindful of the importance of a good history, 
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particularly in the leisurely listening to the 
patient as part of the art of medicine, many 
of us somehow overlooked the remarkable 
ability of the family doctor in this respect. In 
what amounts to a perceptive interview, dis- 
playing a warm concern, yet objective neutral- 
ity, he knows how to procure what he needs 
to add to his existent knowledge of his pa- 
tient while attending to his story. Another 
thing that was passed over by some of us is 
the vast preventive role of the general phy- 
sician in the total psychiatric scheme. The 
earliest problem lies before his eyes and in 
his hands, there in its natural setting, ready 
to be detected and managed in such a way as 
to forestall future psychiatric disorder. 

With such manifest advantages upon which 
to build a generous measure of psychiatric 
skill, why was he overlooked? Was he thought, 
even by us, to be a person doomed to obliv- 
ion? One who had come, but was going, never 
to return? Would those who remained finally 


disappear under the wave of specialists? That - 


more prestige is attached to a specialty, was 
possibly a general myopia shared even by 
medical educators. Or, was it even more than 
that with us? A question of secret rivalry, per- 
haps? Did some of us fancy that in some way 
we were taking his place?? That he was dis- 
pensable, and we were preserving what was 
most precious about him, his broad approach 
to the patient. There were some of us, how- 
ever, who felt his medical virtues were too 
valuable to be lost, and this was the time to 
give him our support and gain the extra help 
needed for psychiatry as well. 

This was the period of the dark forties, and 
he was struggling valiantly to retain his foot- 
ing. The personal physicians whose hearts 
were in their calling played a waiting game 
with the fickle public, tried to hold a place 
in the hospitals in the hour of the specialist, 
and took counsel with their Alma Mater, the 
medical school, with their organizations, and 
of their own selves as individuals. Unfortu- 
nately, the schools could not help too much 
in these years. Not many new students elected 
to go into general practice, and postgraduate 
courses for the general practitioner seemed 
difficult to arrange. So from the standpoint 
of medical educators, it seemed best for these 
men to turn to a congenial specialty. But the 
family doctor in most cases did not want to 
do this. His broad comprehensive practice was 


satisfying to him and he did not want to 
change it. His plight was in part a symptom 
of the times: a disproportionate growth in one 
area of knowledge without simultaneous de. 
velopment in another, in this case, scientific 
attitude and pursuit at the expense of human. 
ism and the view of man and his milieu as q 
whole. The remedy lay partly with time, 
which would modify public and professional 
attitudes through experiences certain to come, 
But in the meantime something could be 
done, presumably, to influence these attitudes 
through professional organizations, and lastly, 
much depended on what the individual phy- 
sician could do to help himself. 


In this dilemma the general practitioners 
received substantial support and good advice 
from the American Medical Association. Or- 
ganization of a Section on General Practice 
in 1945 was the first step. The following year 
it was the largest and best attended of the 
whole meeting, with more general practition- 
ers present than at any other previous con- 
vention. An outcome of this was the American 
Academy of General Practice in the summer 
of 1947. Their advice to the family doctor was 
to lift himself by his boot-straps and practice 
better medicine through judicious and con- 
tinuous study. They pointed the way by re. 
quiring 150 hours of postgraduate work over 
each three year period as a condition of mem- 
bership. State organizations rapidly developed 
over the country from this pattern. The 
Louisiana Academy of General Practice, 
founded in July, 1947, shortly after the parent 
organization, sponsored the teaching experi- 
ment to be described. 

So we have on the one hand a group of men 
anxious to improve the quality of their prac- 
tice, and on the other a few psychiatrists see- 
ing in them a new source of help, willing to 
train men whom they felt had not only the 
proper attitude and ability, but a kindred 
motivation and experience that would speed 
up their learning. With this in mind various 
experimental training courses in psychiatry 
were carried out. The subject matter was 
similar in content but the teaching methods 
naturally varied some, and the setting of the 
courses, the number of instructors, and the 
time allotted differed. We will comment brie 
ly on 8 other experiments that preceded our 
own. 


The so-called Minnesota Experiment in 


| 
| 
| 
| 
| 
| 
| 


VOLUME 50 


postgraduate education in April, 1946, was 
inspired by the need of treating psychoneu- 
rotic war veterans. It was agreed they would 
be seen for the most part by general prac- 
titioners, so why not help them handle these 
patients?* Accordingly 25 physicians from 
Minnesota and adjoining states buckled down 
to work for two weeks at the University of 
Minnesota, living at the Center with their 
instructors, a generous number of mostly 
young men just out of the service. The time 
seemed all too short to cover the selected 
psychiatric material, but no more was avail- 
able to either students or teachers. Patients 
from the University Hospital provided clin- 
ical material, teaching groups were small, and 
much informal discussion took place in and 
outside the classroom, an advantage of sharing 
quarters. This was felt to be a factor in the 
rapid assimilation of the course content, as 
was the large number of instructors in pro- 
portion to students. In this way both rein- 
forcement and repetition of the material, to- 
gether with variety in presentation was a dis- 
tinctive feature of this course. At the close, 
the instructors were satisfied “that many doc- 
tors in general practice were ready and re- 
ceptive for such orientation, and that the job 
could be done.”3:* The students were well 
pleased, but wished there had been more time 
for reading. 

Another experiment was less intensive and 
in a different setting and over a longer period 
of time. It was carried out by a single in- 
structor, Townsend, who described it as the 
first attempt to present a course in psychiatry 
on a statewide scale. From September, 1949, 
to July, 1951, it was given as part of a circuit 
program of postgraduate instruction covering 
various medical subjects planned for, and 
selected by the general physicians of Tennes- 
see, and sponsored by that state and other 
organizations. A series of ten lectures were 
given separately in succession in cities stra- 
tegically located over the state. In the two 
years’ time the material was repeated some 45 
times! Meetings were held in staff or dining 
rooms of hospitals, schoolrooms, and even 
funeral parlors. Sound films, blackboard il- 
lustrations, and a handbook of about 250 
pages supplemented the lectures. Sometimes 
patients were interviewed by the instructor 
in the presence of the group, followed by dis- 
cussion of the problem. As many as 384 pa- 
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tients were seen by the instructor in consulta- 
tion over the two years, the interviews being 
transcribed by consent of the patients in all 
but two cases, where permission was refused. 
These interviews were later used in the course 
for teaching purposes. The burden of the 
course was largely borne by the instructor; 
circumstances varied widely in this circuit in- 
struction and must often have affected ad- 
versely the individual session or course in any 
one place. At the close, Townsend felt that 
such a course as given could be “nothing 
more than an introduction to the role of psy- 
chiatry in medical practice.” He surmised 
that further postgraduate work would attract 
a much smaller number of physicians, and 
would have to be both longer and more in- 
tensive. 

In the meantime, enthusiasm was mount- 
ing, and in 1951, 2,392 physicians enrolled in 
postgraduate courses in psychiatry and neurol- 
ogy, more than those enrolled for any medical 
specialty except general medicine.® 

In 1953, wishing to be helpful to men like 
these, the psychiatrist invited two local phy- 
sicians, one being the co-author, to audit a 
course on the Development and Dynamics of 
the Personality being given by the former to 
the residents in the Department of Psychiatry 
at the Louisiana State University School of 
Medicine. The co-author had expressed an 
interest in psychiatry and requested an op- 
portunity to participate in psychiatric con- 
ferences in the hopes of gaining more under- 
standing. So these two general physicians at- 
tended the full course and participated in all 
the discussions. It became evident rather early 
that such men have a background of experi- 
ence that enables them to become rather 
adroit in handling human problems when 
psychiatric concepts and technics are as- 
similated. One of these physicians had taken 
a one month course in psychiatry in the East 
in 1946, but now wanted the psychiatrist to 
conduct a broader one, more detailed, and 
with more time to assimilate the material. 
Too, he wanted his fellow members in the 
Academy to share this experience. According- 
ly, they were given an opportunity to hear 
the psychiatrist lecture twice to this group 
in the summer of 1954. This resulted in his 
being selected by four officers of the First and 
Second Chapter to present the course they had 
in mind. 
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They made it clear that they wanted some- 
one professionally mature in private practice, 
who could teach them in the light of his own 
clinical experience. Further, they wanted to 
be taught in their own framework of medical 
thinking, verbal tradition, and _ professional 
facility. They had already approached the 
medical schools, but had not found them too 
receptive to their special needs. Some mem- 
bers had even taken a few courses in different 
specialties in various medical schools over 
the country, but had the impression that the 
teachers did not fully understand them as 
students, and were inclined to underestimate 
their real degree of medical maturity. This 
was naturally disturbing to them. So they felt 
that as men of some professional standing 
they wanted instructors who were well sea- 
soned by experience in their own field, es- 
pecially in private practice. Finally, they 
wanted to fit such a course into their own 
study plan; to hold it in their homes on nights 
most convenient to them, and under condi- 
tions that would give them formal credit 
toward maintaining membership in_ the 
Academy. 

So began in the fall of 1954, what event- 
ually became a two year course, presently 
underway for the second time in 1956. Dur- 
ing the first year, meetings were held three 
times a month until twenty lectures had been 
completed in all. The first ten were given in 
the basement of one of the homes, the remain- 
ing ten being held by rotation in the homes 
of the other members and the teacher’s as 
well. Teaching in the home setting is not 
new: Sigmund Freud, Adolf Meyer and other 
illustrious men used it. In 1945, Levine (the 
third experiment) gave a course for physicians 
under such circumstances which was repeated 
the next year.? However, the third time it 
was moved to the hospital for easier presenta- 
tion of cases. Levine and the staff presented 
the cases for the first three years, but plans 
were made to have physicians present their 
own cases in successive years. Organized lec- 
tures were used in the first part of the course, 
but psychopathology was not formally pre- 
sented in lecture form, but rather in the 
course of discussion of typical clinical cases. 
The variant in the New Orleans course, we 
believe, is in using not only the home of the 
instructor, but the homes, and even in one 
case, the office, of the students as well. Sys- 


tematic lectures covered the entire materia] 
of the course, including psychopathology, dif. 
fering from Levine also in this respect. 

Development of the Personality was pre. 
sented in genetic terms, covering the phases 
of growth in considerable detail, from con. 
ception to death, with all the attendant dif. 
ficulties. Next followed the Dynamics of the 
Personality, treating of the drives, their vicis. 
situdes, the evolvement of the ego and its 
functions, the more controlling and punitive 
institution, or superego, and the defense meas- 
ures and their operation. 


Throughout the whole course there prevails 
an over-all philosophy: a relativistic concept 
of human behavior, extending across a spec- 
trum from the theoretical norm to the out- 
right psychotic, following always a totalistic 
concept of man and his milieu. 

This year a topical outline of the course 
with a reading list is furnished to each stu- 
dent at the start, and sound films are a new 
addition. As in previous years, blackboard il- 
lustrations are copiously used, being particu- 
larly effective for diagrams and_ schematic 
representations of the personality in action. 
Sessions continue to be scheduled from 8:00 
to 10:00 p.m., with an intermission for light 
refreshments. But such has been the interest 
that the group rarely disperses before mid- 
night. During the intermission there has al- 
ways been considerable discussion with shar- 
ing of experiences pertaining to the lecture 
material. At the end of the evening a longer 
period of discussion usually follows. This is 
led by the co-author rather than the instruc- 
tor, often becomes very spirited, and is en- 
riched by incidents and cases from the group's 
own practice. This is emphasized, because the 
teacher considers this the most rewarding part 
of the teaching, observing these men adapt 
the material to their own patients and prac- 
tice. 

Going on to Psychopathological Forma- 
tions, we cover the ordinary mistakes, blund- 
ers, and misadventures in life, the neuroses, 
neurotic character disorders, psychosomatic 
disorders, and the psychoses. The relativistic 
approach is always emphasized throughout, 
revealing these besetments can be episodic or 
transient phases, or on the other hand, more 
widespread patterns, longer lasting, or perma 
nent. The spectrum is constantly kept before 
the class, showing how these disorders might 
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be interwoven; that one disorder can be symp- 
tomatic of another; that there can be mix- 
tures, or relatively pure cultures of more 
sweeping disorders. Or, in disorders less dis- 
turbing, with pictures of stress, symptoms, and 
suffering, in which, for example, we see people 
with certain vocational or marital difficulties 
who conceal their misfortunes and fears suf- 
ficiently not to be considered psychiatric cases. 

In previous classes, pointing out the rela- 
tively high frequency of such cases in the 
open population, we broke down any rigid 
lines of distinction with which many had en- 
tered practice, namely, the old “either-or,” 
especially “sane or insane” concept fought so 
long, but in the end successfully, by Adolf 
Meyer. Sometimes dinner was served before 
or after the talk. In this way some jollity 
went along with the course, together with the 
opportunity of seeing the individual doctor in 
his family setting. On one or two occasions the 
wives were present as well. This came to be a 
rather fruitful experience, for it illustrated 
the setting in which various members lived 
and worked, and helped establish free two- 
way communication if there were no word 
blocks or conceptual barriers. Toward the end 
of the course in the first year, the instructor 
presented a case: a man who had had 130 
shock treatments with repeated hospitaliza- 
tions over a large number of years before 
coming to him. The patient had emerged 
alter a long period of therapy as a responsible, 
effective business man, back with his family 
and settled down into a pattern of compact, 
satisfactory living. This gave the class a first- 
hand opportunity to question and get the 
point of view of such a patient. Out of this 
came the feeling that perhaps other cases 
could be presented, setting in motion the pos- 
sibility of presenting live material from their 
own practice. The last two talks were on 
therapy, preceded by an analysis of the re- 
ferral process as a prelude and bridge to ef- 
lective therapy, or a disturbing thing falling 
short through mismanagement, of ultimate 
therapeutic opportunity for the patient. This 
was followed by another spectrum of the vari- 
ous forms of therapy, from the more super- 
ficial and supportive, to the more intensive, 
uncovering type, better known as_psycho- 
analytic. We did not omit to cover the full 
range of modern treatment facilities: chemo- 
therapy, the various shock therapies, surgical 
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methods, and all the many facilities in mod- 
ern hospitals, including outpatient depart- 
ments for treatment under the supervision of 
the modern psychiatrist. The role of the gen- 
eral practitioner before, during, and after 
treatment, was stressed. 

At the close of the course the students vol- 
unteered to give summary statements on their 
reactions. A common experience was a com- 
plete reorientation to medicine, first of all, 
then to psychiatry, second, and last, to psychi- 
atric patients themselves. They all felt more 
tolerant and looked upon illness and human 
suffering more broadly, seeing the duties and 
obligations of the doctor here to alleviate pain 
and misery, as well as in the more traditional 
diseases of a physical nature. Many felt they 
had reconciled medicine, psychiatry, and re- 
ligion, whereas before they had been confused 
and were unable to integrate them into a 
compatible and comfortable conception. In 
many cases the wives felt their husbands had 
gained not only better insight into their pa- 
tients, but into their families as well, especial- 
ly their wives themselves. All in all they had 
gained a greater tolerance for human beings. 
Several of the wives mentioned this to me per- 
sonally. A guest lecturer* was “struck with 
the closely knit ‘feel’ of the group with its 
easy informality and spontaneity through- 
out the session—acceptance of an outside 
speaker representing the field of Child Psychi- 
atry.” He felt they were “genuinely eager to 
learn and that the knowledge gained would 
be applied to their everyday handling of their 
patients.” 


Seven practitioners attended the first year, 
two coming a distance of 20 to 60 miles with- 
out missing a session. The age range of the 
group was between 30 and 65 years. 

The course given the second year was a con- 
tinuation of the first year’s course with em- 
phasis on clinical work. Each session began 
with a ten minute review of material on the 
different phases of development of the per- 
sonality given the first year, followed by a 
ten minute talk by a member on something 
of spontaneous interest to him. Some subjects 
included “Death and the Dying Patient;” 
“Discussion of the Different Oedipus Myths;” 
“Religion and Psychiatry;” “Anaesthesia and 
Psychiatry;” “The Chronic Neuroses.” Fol- 


*Dr. Jack E. Chappuis, Medical Director, The Guidance 
Center, New Orleans, La. 
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lowing the talk a case was presented by one 
of the group. 

At first they were a little apprehensive over 
presenting a case before their colleagues, so 
the instructor helped by discussing the tech- 
nic of interviewing, including _history- 
taking and suggestions in meeting and getting 
acquainted with patients. After this one of 
the psychiatrist’s residents presented a case, 
showing them how to proceed in the inter- 
view and history-taking in an informal, al- 
ways mutually comfortable, yet sequential 
procuring of the story behind the story. Dis- 
cussion of the case followed. This was re- 
peated the next session, a resident again bring- 
ing the patient, but this time the instructor 
interviewed the case before the group, show- 
ing how a number of mental operations could 
be covered by relatively few questions, and 
yet obtain a fairly reliable sample of various 
aspects of the current mental status by using 
effective interview technics. For further en- 
couragement the psychiatrist volunteered to 
present another patient from his own private 
practice, interviewing her in their presence 
and allowing them to interview her as well. 
The patient sat through the discussion, and 
even participated in it herself, a very salutary 
experience for all, particularly for the group. 
After this they presented their own patients, 
being surprised to find that they did not pro- 
test but rather seemed anxious to come. They 
left, appreciative and benefited by the inter- 
views, later to relate that they were effectively 
assisted by them as well. Each patient was 
discussed from the standpoint of dynamics, 
diagnosis, and opportunities for therapy in 
the framework appropriate to the individual 
patient and his physician. 

The physician-patient relationship as a thera- 
peutic framework was emphasized in each 
situation, sometimes bringing out relevant 
feelings on the part of the physician that en- 
tered freely into the relationship to be service- 
able to the patient. Practical suggestions were 
frequently offered by the group. A good 
addition to the class in the second year was 
a prominent surgeon. He proved to be a ma- 
terial asset, many times pointing out the sur- 
geon’s position in a case where many things 


requiring psychiatric orientation had to be 


decided by him. Other points of view were 
offered by an anesthesiologist in the group, 
and a physician preparing to change into 


medicolegal work, presently attending a lay 
school, having left a good practice for reasons 
of health. 

Over the two year period the group was en. 
couraged to attend any of the psychiatrist’; 
teaching session in the Medical School* with 
senior medical students who presented cases, 
In this way they shared in observing a great 
deal of the rich material and the remarkable 
variety of disorders in Charity Hospital jn 
New Orleans. Another teaching resource that 
emerged was that of telephoning the instruc. 
tor while patients who were in their offices, 
demonstrated certain clinical phenomena. 
This device, on the basis of fruitful discus. 
sions coming from their new observations, en- 
abled several physicians to carry such pa- 
tients along quite comfortably and with good 
results. Occasionally, too, the psychiatrist 
would see a patient for one of the men. This 
came to be called ‘“‘an evaluation,” in which 
the instructor sized up the patient from the 
psychiatric point of view, considered the ques- 
tion of psychotherapy and whether or not the 
physician could handle this himself, and 
honestly gave his opinion on this point. Usual- 
ly this was discussed in the class that followed, 
and very often the physician could treat the 
patient quite adequately. Cases treated in this 
manner included one with recurrent depres. 
sion where the patient had, in a_ previous 
more serious bout, received shock treatment 
by a psychiatrist, but was handled by the gen- 
eral practitioner at this subsequent episode 
with good results. Another successfully treated 
a patient who gave a history of incest, which 
impressed the class with the reality of such 
things in their practice. In this case the phy- 
sician managed a tangled family problem very 
skillfully, drawing help from the group and 
showing dynamic understanding, calm, tact, 
and real therapeutic skill. The instructor 
found in these men a real empathy, perceptive 
capacity, and ability to anticipate many of 
their patients’ hidden problems and oppor 
tunities for assistance toward later self-direc- 
tion. 

As a consequence of this second year, the 
psychiatrist was asked to describe the course 
to the Tulsa Academy of General Practice, 
where considerable interest was shown, with 
contemplation of a similar course. 

From such a satisfactory and rewarding 


*Louisiana State University School of Medicine. 
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teaching experience, we can conclude several 
things. First, that psychiatry can be taught 
to general physicians: certainly to those who 
wish to learn it and want a broader under- 
standing of themselves and their patients, re- 
moving guesswork from the art of therapy. 
These, we believe, constitute a growing num- 
ber who are quite willing to venture into 
psychiatry without so much concern about 
the fleers and criticisms of some of their col- 
leagues more specialistic in inclination. In our 
course during the first year some of the 
pioneers did receive such gibes, but toward 
the end of the second year these fell off, while 
cloakroom curiosity and consultations in- 
creased. They were asked about what they 
had learned, and one or two were told how ef- 
fectively they handled some patients referred 
to them. This year the group includes 17 
students, all those who took the complete 
course the first year out of pristine interest, 
yes, but now to learn even more. A repetition 
of the original first year course is now under- 
way for new students. 

The fact that the course is being given for 
the second time with almost 100 per cent at- 
tendance, with effective grasp and compre- 
hension of material usually elusive and dis- 
turbing, is a sincere compliment to the caliber 
of these physicians as students. Obviously 
some general physicians are hungry for this 
knowledge and anxious to obtain it, but it 
has to be on their own terms. It is difficult 
for them to leave their practice to take a 
course elsewhere even for a relatively short 
period of time. A night course, too, is a 
happy solution. So they would like to select 
the setting, choose their teacher, and have 
something to say about the course content and 
teaching methods. When these things are as- 
sured they will respond. They even have the 
unusual grace of seeing certain virtues in a 
teacher from their own part of the country, 
if he happens to be the man they want. This 
situation in itself has many advantages, be- 
cause they grow together as a medico-psychi- 
atric nucleus in that community. It is a pity 
that more psychiatrists are not alert to such 
Opportunities, because it is from just such 
expedients that psychiatry will become more 
and more an acknowledged child in the med- 
ical family. With careful teaching, remember- 
ing that we are impelled by similar motiva- 
tions if the instructor recognizes the pos- 
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sibility for anxiety along the way and keeps 
it at the minimum, where the physicians’ pro- 
fessional maturity is respected always, using 
their own clinical concepts and language as 
far as possible, it is amazing how easily and 
effectively some of these men come to use 
psychiatric material. Too, it is not long be- 
fore they introduce psychiatric terminology 
and concepts into discursive exchange with 
real facility. 


The atmosphere of teaching in the home, 
in this instance, did much to favor easy com- 
munication and exchange, and with psychi- 
atric material this is particularly important. 
The psychiatrist reduces his own phobic de- 
fenses and blends freely with a medical group 
in a most effective meeting of the minds; this 
is important, pedagogically speaking. Al- 
though the home setting has medical prece- 
dent, it is perennially useful in any genera- 
tion that finds it expedient. It is supple- 
mentary, of course, to classroom experience, 
but in this case made the course possible, and 
upon the most pleasant terms. Psychiatry 
should be ready to seize upon all such op- 
portunities wherever they may spring up, 
and in this case did so with good results. 


Conceivably, then, psychiatry will continue 
to advance largely as a result of what we do 
within the medical profession as a whole. To 
this end we should work not only within our 
own specialty, but outside of it, punctiliously 
and consistently with our colleagues in gen- 
eral medicine. We should work, too, outside 
of medicine—with the psychologists, social 
workers, clergy, and lay people who have been 
identified with us for a shorter period of 
time. But first and foremost let us work with 
the family doctor, an apt and earnest student, 
one, who in the long run may well be our 
safest helper and staunchest friend.® 
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Discussion (Abstract) 


Dr. Edgar Hull, New Orleans, La. The project 
which Drs. Watters and Atkinson undertook was pre- 
destined to succeed, for the success of any teaching 
venture is assured if three requisites can be met: a 
good teacher (or teachers), interested in imparting 
his own knowledge to others; a well-planned program; 
a group, however small, of students with adequate 
background who are aware of their need for further 
knowledge. 

Dr. Watters is an excellent teacher and an en- 
thusiastic one—I know him well; the project was well 
conceived and carefully planned—this is evident from 
his presentation here this morning; his students were 
recruited from the field of medical practice in which 
its members are most acutely aware of their need for 
further useful knowledge, and whose backgrounds, 
perhaps more than in any other medical specialty, fit 
them for the acquisition of additional knowledge in 
any of the more narrow specialties of medicine. His 
project, therefore, was bound to succeed. 


In the past, too much has been said about teaching 
the general practitioner not to exceed the limitations 
of his knowledge and more particularly of his skills; 
too little has been said about means of fulfilling his 
just ambition to reduce the limitations of his knowl- 
edge and to increase his skills. It may not be generally 
recognized, but it is true that the average mature gen- 
eral practitioner of our day is possessed of a wider 
range of knowledge, a greater variety of skills, than 
any of his conferes who have elected to work in a 
narrow field. His knowledge is not only horizontal, 
it is also vertical; in any field of medicine his knowl- 
edge and skill are exceeded only by those who have 
confined their efforts to that particular field. For 
example, he is much better in gynecology than is the 
internist, in surgery than the psychiatrist, in ophthal- 
mology than the gynecologist. He has the right to ex- 
tend his knowledge and to increase his skill in any 
field of his choosing, and it is the duty of those who 
work in special fields to afford him the opportunity 
to do so. Further, he must not be denied the oppor- 
tunity to apply his newly attained or long acquired 
skills in his practice; he must set his own limitations, 
as other specialists do. 

Courses planned for general practitioners should 
therefore not be designed to teach them what the 
teacher thinks they ought to know, but rather to im- 
part the greatest amount of useful knowledge and skill 
in the time available. Time is, however, of the essence; 
the time of busy practitioners is limited, and in plan- 
ning the content of courses this factor must be kept 
constantly in mind. A corollary is that as nearly as is 
possible, the subject matter of courses must be con- 
fined to the useful, the practical; of necessity, back- 
ground information must be limited to the amount 
necessary for practical application of the knowledge 
to be imparted. This does not mean, and must not 
mean, that the teacher should “talk down” to his stu- 
dents; at all times he must remember that his stu- 
dents, in the broadest sense, are better, more complete 
doctors than he; they just happen to know less, per- 
haps not much less, about the particular subject under 
discussion. 
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Dr. Watters’ students were already practicing psychi. 
atry when his course began; he has enabled them to 
practice better psychiatry, led them to a better under. 
standing of this extremely important field of medicine, 
imparted to them greater skill in their handling of 
patients with emotional disorders. The informality 
of his presentations, the atmosphere of his classes, the 
use of patients, the free discussions, are all to be 
commended. Let us hope not only that more psychia. 
trists will do their part toward making better psychia. 
trists of general practitioners, but also that internists 
and pediatricians and surgeons and specialists in al] 
fields will do their best to increase in vertical fashion 
the knowledge and skills of these men who make up 
the backbone of medical practice. Let the general 
practitioner decide upon the breadth of his knowledge; 
let us do our best to make it as deep as we can. 

Dr. Leo H. Bartemeier, Baltimore, Md. I wish to 
congratulate Dr. Watters not only on his excellent 
contribution to our scientific program but particularly 
for his devotion to his fellow physicians. This prob. 
lem is our number one public health problem—the 
problem of the patient’s right to choose his own phy- 
sician and to remain in his care. Patients should not 
be separated from their doctors. This is the theme of 
Dr. Watters dedicated efforts. 

Every doctor is more or less emotionally involved 
with every one of his patients. The less he knows 
about his own feelings and the less he understands 
the emotional aspects of his patient’s illness, the more 
frustrated he feels and the more he tends to refer 
such patients elsewhere. 


Many practitioners would like to retain the care of 
their patients and can do so if they will discuss their 
problems with their fellow psychiatrists, informally, 
not by way of consultation but by way of frankly 
looking for help. Some of us have been working with 
groups of doctors on informal levels like Dr. 
Watters has been doing. We have also been insisting 
as far as possible that the doctor continue the care of 
his patient and we work along with him by phone, 
over lunch, etc. As for example the general practitioner 
who, in his treatment of his patient, a twenty-four year 
old single woman, with periods of unconsciousness, 
had her hospitalized for short periods and retained her 
in his care and worked along with the psychiatrist. 

Whenever we talk together we learn, and _ psychia- 
trists have much to learn from the general practitioner. 

Dr. Watters has not said so but in his working 
with other doctors these doctors have learned much 
about themselves and this is so important in our efforts 
with the sick. 

Many patients referred to psychiatrists would have 
fared better had they not been separated from their 
physician. They were referred not because they were 
dissatisfied with their doctor but because their doctor 
was quite unaware of such facts as how significant 
their doctor was to them, how deeply they felt about 
him, or the patient was getting along all right though 
slowly, and his doctor was impatient. 


I wish to recommend that before you speak to any 
patient about the possibility of referring him to 4 
psychiatrist that you discuss the case with a psychiatrist 
and ask him whether he thinks the patient should be 
referred. 
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Ectopic Pregnancy: 


A Review ot Cases* 


]. T. ARMSTRONG, M.D., SEWARD H. WILLS, M.D., 
and JACK MOORE, M.D.,t Houston, Tex. 


Ectopic pregnancy must always have a place in the differential diagnosis of abdominal pain or 
other symptoms in any woman in the childbearing age. A careful history is essential. 


Introduction 


THE PURPOSE OF THIS PAPER is to determine, 
if possible, whether the incidence of ectopic 
pregnancy is increasing in relation to the 
number of live births. In addition, the pa- 
tients’ records were studied to evaluate in- 
formation obtained from the history, physical 
examination, and aids to diagnosis that re- 
sulted in definitive operative treatment. Ma- 
ternal mortality rates have been steadily de- 
creasing as a result of improved prenatal care, 
more hospital deliveries and improved 
methods of controlling infection and hemor- 
rhage. Maternal mortality studies in Houston 
have consistently shown that deaths from 
ectopic pregnancies have remained very high 
in comparison with other causes. Because of 
these conditions this review was made with 
the hope that the results might be improved 
through more prompt diagnosis and proper 
treatment. 


Material for Study 


This is the review of 388 cases of ectopic 
pregnancy in which treatment was given in 
two Houston hospitals during the years 1951 
through 1955. The city-county hospital is for 
indigent patients only and will be designated 
as Hospital A. Hermann Hospital, designated 
as Hospital B, accommodates both indigent 
and private patients. 

As shown in table 1, there were only 55 
ectopic pregnancies in 1951, followed by an 
abrupt rise to 72 in 1952. In 1953, 1954 and 
1955, the number of cases remained stable at 
87, 88 and 86 respectively. There were 197 
colored patients of which 113 were in Hos- 
pital A and 84 in Hospital B. Of the 191 


*Read before the Section on Gynecology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

tFrom the Department of Obstetrics and Gynecology, Baylor 


University College of Medicine, The Texas Medical Center, 
Houston, Tex, 


white patients, only 27 were in Hospital A 
and 144 in Hospital B. In Hospital B, 168 
were private patients and 60 were indigent. 
Every marital status was represented in the 
series. Consideration of marital status need 
not be considered when ectopic pregnancy is 
suspected. 


There were 3 deaths for a percentage of 
(0.77. All occurred in colored patients and they 
will be discussed later in more detail. 


The number of ectopic pregnancies and 
distribution of types of ectopic pregnancies 
are shown in table 2. All types were repre- 
sented in this study. No attempt was made 
to determine if the abdominal pregnancies 
were primary or secondary. Every type of 
tubal pregnancy was represented including 
two which had aborted through the fimbri- 
ated end and did not require salpingectomy. 
It is interesting to note that in the series of 
repeated ectopic pregnancies, one patient was 


TABLE 1 
INCIDENCE BY YEARS 


Hospital Total Deaths 
A B 

1951 19 36 55 

1952 35 37 72 

1953 43 44 87 2 
1954 $2 56 88 

1955 31 55 86 1 
Total 140 228 388 3 
Mortality 0.77% 

TABLE 2 


TYPES OF ECTOPIC PREGNANCIES 
COMBINED SERIES OF 388 CASES 


Tubal 376 
Abdominal 7 
Ovarian 1 
Cervical 1 
Total 388 
Number of Repeated Ectopic Pregnancies 7 (1.8 per cent) 
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TABLE 3 


NUMBER OF ECTOPIC PREGNANCIES 
PER 1,000 LIVE BIRTHS 
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TABLE 4 


SYMPTOMS IN ORDER OF FREQUENCY 
COMBINED GROUP OF 388 CASES BY PER CENT 


Number of Number of 
Ectopics Births 
1951 55 8292 
1952 72 8149 
1953 87 9071 
1954 88 9208 
1955 86 9072 


Number per 
1,000 Live Births 


reported to be having her third such preg- 
nancy. It is presumed that a previous partial 
salpingectomy had been performed. Only one 
tubal ectopic pregnancy was found to be co- 
existing with an intra-uterine pregnancy. 

The number of ectopic pregnancies and 
number of live births for the two hospitals 
are given in table 3. In Hospital A, the in- 
cidence varied considerably whereas in Hos- 
pital B, an increasing trend was maintained 
over the five year period. From the lowest 
figure of 6.6 per 1,000 live births in 1951, the 
rate increased to 8.8, 9.5, 9.5, and 9.4 per 1,000 
live births in 1952, 1953, 1954 and 1955, re- 
spectively. 


Ectopic Pregnancy by Age 


Ectopic pregnancies in this series occurred 
at all ages in the reproductive span of life. 
However, 64 per cent occurred between the 
ages of 21 and 30 inclusive. The greatest num- 
ber of patients, 32, were 28 years old. The 
youngest patient was 15 years old and colored. 


FIG. 1 


ECTOPIC PREGNANCY BY AGE 
COMBINED SERIES OF 388 CASES 


NUMBER OF CASES 


1S 16 19 20 21 22 23 24 25 26 27 286 2930 31 32 33 3435 36 37 38:39 40 4) 42 43 


aGE 


Abdominal pain 95.8 
Amenorrhea and/or irregular bleeding 91.7 
Feeling of faintness or weakness 36.5 
Rectal pain and/or tenesmus 154 
Shoulder pain 144 
Urinary tract symptoms 14 


This fact is probably in keeping with the im- 
pression that colored females begin an active 
sexual life at an early age and acquire in. 
fections that predispose to ectopic pregnancy 


(Fig. 1). 
Symptomatology 


The most common complaints in order of 
frequency are listed in table 4. Lower ab. 
dominal pain heads the list with 95.8 per cent. 
The character of the pain was not described 
with any consistency in the hospital records. 
Lower abdominal pain which became gen- 
eralized was usually an indication of much 
blood in the peritoneal cavity. Pain from 
ectopic pregnancy must be unique to some 
extent. Three patients from the group having 
repeated ectopic pregnancies came to the hos- 
pital stating that they were having another 
ectopic pregnancy because of the similarity of 
pain to the first experience. Perhaps more at- 
tention should be paid to the type of pain 
described by the patient in the taking of the 
history. One patient, having a metal skull 
plate as a result of being kicked in 
the head by a mule, complained s0 
bitterly of pain that arrangements 
had been made to tie her tubes 
after delivery; she was finally 
found to have an abdominal preg- 
ancy. Many of these patients were 
admitted as an emergency and no 
mention of pain was made in the 
records. Our statistics then deal 
only with those cases in which some 
statement regarding pain was Ie 
corded. 

As a general and significant find 
ing, it was found that pain usually 
made its appearance after the onset 
of amenorrhea, an atypical men- 
strual period or irregular vaginal 
spotting or bleeding. Occasionally, 
it occurred simultaneously with 
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menstruation but rarely before. Some of the 
most interesting cases had no pain. Only five 
of 160 at Hospital A had no pain. 

Case 1. An unruptured ectopic pregnancy was 


operated upon because of amenorrhea, spotting and 
an adnexal mass. Culdocentesis was negative for blood. 

Case 2. An ectopic pregnancy was found in a pa- 
tient with amenorrhea, spotting and a positive culdo- 
centesis. 

Case 3. This patient was diagnosed as having an 
ovarian cyst and had no blood in the abdomen. No 
culdocentesis was done. 

Case 4. This patient was admitted to the medical 
service because of ascites and severe anemia. She had 
no pain or irregular bleeding. Paracentesis on the 
twelfth hospital day produced only blood. 


Case 5. This patient was admitted 18 weeks after 
her last normal menstrual period with a history of 
spotting each month. She had no pain but went into 
shock while being treated for threatened abortion. 

Three patients in Hospital B had no pain. 

Case 1. This patient was admitted with diagnosis 
of ovarian cyst or tumor or leimyoma of the uterus. 
She had a history of menstruation 18 weeks previously 
followed by intermittent bleeding for 8 weeks. A 
necrotic tubal pregnancy was found. 

Case 2. Abnormal bleeding in the absence of pain 
had been treated 8 weeks previously by curettage. A 
12 by 14 cm. nontender mass proved to be a tubal 


ectopic pregnancy. 

Case 3. The last normal menstrual period was 8 
weeks previously. Irregular bleeding had lasted 27 days 
but there was no pain. Cervical pregnancy was found 
and treated by complete hysterectomy because of pro- 
fuse, uncontrollable bleeding. 

It was difficult to evaluate from hospital 
records whether vaginal bleeding represented 
the last menstrual period, an atypical men- 
strual period, or irregular bleeding. Most pa- 
tients gave a history of a varying period of 
amenorrhea, terminated by irregular bleed- 
ing. The patient as a rule stated that her 
period was late and when it did occur, was 
abnormal. In this series, 91.7 per cent had 
amenorrhea and/or irregular bleeding. Hos- 
pital A had 7 patients and Hospital B had 5 
patients for whom there was no history of 
either amenorrhea or irregular bleeding. 
Other symptoms, usually pain, occurred be- 
fore the patient considered that she had 
missed a period. The intensity of pain, shock, 
a positive culdocentesis, or a combination of 
these usually led to diagnosis and operation. 
In a few, the diagnosis was appendicitis. 

A feeling of faintness or weakness occurred 
in 36.5 per cent. Intense pain, or shock, or 
both were usually present, with faintness or 
weakness merely representing a part of the 
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entire picture, which certainly should suggest 
intra-abdominal bleeding. Culdocentesis was 
valuable in these patients. 

Rectal pain and/or tenesmus surprisingly 
were present in 15.4 per cent. In some cases 
they were pronounced. One patient had a 
massive bloody stool and fainted; blood loss 
was estimated at 3,000 cc. Twelve days of ob- 
servation failed to find the cause. Blood loss 
on her second admission was 4,000 cc. Ex- 
ploratory laparotomy revealed an interstitial 
pregnancy which had ruptured into the 
cecum. Although in this case there had been 
an attempt at criminal abortion, the speci- 
men showed implantation in the interstitial 
portion of the tube. 

Shoulder pain was present in 14.4 per cent 
but was usually present along with other com- 
plaints and findings. It usually accompanied 
a great amount of blood in the peritoneal 
cavity. 

The presence of symptoms referred to the 
urinary tract in 14.1 per cent did not prove 
significant except to confuse the issue. 


Results of Examination 


The physical findings were consistent with 
the presence of an acute condition existing 
in the abdomen and more specifically in the 
pelvis (Table 5). Abdominal tenderness was 
found in 92.0 per cent, abdominal guarding 
or rigidity in 36.3 per cent, and rebound 
tenderness in 42.0 per cent. Pelvic tenderness 
was found in 82.9 per cent, and a palpable 
mass was felt in 260, or 67.0 per cent, of which 
181 were adnexal and 79 in the cul-de-sac. 
Shock on arrival or as a later development in 
the hospital was present in 18.2 per cent. 
Many patients were too tender to be ex- 
amined and one was too obese. Culdocentesis 
yielded unclotted blood in 232 or 59.8 per 
cent. The value of the culdocentesis and other 


TABLE 5 
PHYSICAL FINDINGS IN 388 CASES IN PER CENT 


1. Abdominal tenderness 92.0 
2. Pelvic tenderness 82.9 
8. Palpable masses (260) 67.0 


(Adnexal— 181) 
(Cul-de-sac— 79) 
4. Culdocentesis positive for unclotted 


blood (232) 59.8 
5. Rebound tenderness 42.0 
6. Abdominal guarding or rigidity 36.3 
7. Shock on arrival, or developed shock 

in hospital 18.2 
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means of exploration for what existed inside 
the abdomen cannot be overestimated. 

Of 160 cases in Hospital A, 140 or 87.5 per 
cent were investigated by culdocentesis; in 
Hospital B, the figure was 101 or 41.3 per 
cent with a total of 241, or 60.5 per cent. 
Blood was not found in 24 cases or 6.2 per 
cent. In several the puncture was negative, 
but because of persistent suspicion of ectopic 
pregnancy, the puncture was repeated, pro- 
ducing blood. The residents at Hospital A 
see many patients in the emergency room at 
all hours of the day and make frequent use 
of the procedure. The use of culdocentesis is 
increasing by the year at Hospital B. A nega- 
tive puncture did not rule out ectopic preg- 
nancy. One patient in this series was treated 
according to an erroneous diagnosis because 
no blood was obtained. She developed rapid 
progressive shock and died without operation. 


Colpotomy was used in only 26 or 6.7 per 
cent of the cases. In 8, the ectopic pregnancy 
was terminated vaginally. Six had vaginal 
salpingectomy, and two vaginal hysterectomy 
in which the ectopic pregnancy was found by 
coincidence to be in the interstitial portion 
of the tube. Eighteen had posterior colpotomy 
as an aid in diagnosis prior to laparotomy. 
One patient spent several days on a medical 
service with the diagnosis of ascites and severe 
anemia. She was operated upon following a 
paracentesis proving the abdomen to be dis- 
tended with blood (Table 6). 


Discussion 


In the five year span covered in this report, 
there were 43,792 live births in these two hos- 
pitals, with 388 ectopic pregnancies for an 
average of 8.8 ectopic pregnancies per 1,000 
live births. The lowest rate of 6.6 occurred 
in 1951, the average rate of 8.8 was equaled 
in 1952, and higher rates of 9.5, 9.5, and 9.4 
were maintained through 1953, 1954 and 


TABLE 6 
PROCEDURES USED IN DIAGNOSIS OF 388 CASES 


Culdocentesis 241 
Per cent 60.5 
Number negative for blood 24 
Percentage negative for blood 6.2 

Colpotomy 26 
Ectopic pregnancy removed per vagina 8 
Prior to laparotomy 18 
Percentage performed 6.7 

Paracentesis 1 
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1955, respectively. Therefore, one can deduce 
that ectopic pregnancy is increasing in ing. 
dence. This could be the result of modern 
modes of treatment. The severity of pelvic in. 
fectious diseases has been diminishing during 
the past fifteen to twenty years since the ad. 
vent of antibiotic and chemotherapeutic 
drugs. Before these drugs were available. 
fertilization was almost impossible because of 
the destructive changes in the tubes and 
ovaries. It has been suspected for some time 
that modern treatment could arrest disease 
processes short of total occlusion of the tubes, 
leaving them open and susceptible to tubal 
implantation of the fertilized ovum. 

In spite of the above findings, it would be 
necessary to have other reviews for com. 
parison. We plan to continue this study for 
many years in the same hospitals. 

In trying to arrive at what conditions ex. 
isted, resulting in operation on these patients 
under an accurate or inaccurate diagnosis, the 
age is definitely important. Any young woman 
in her reproductive span of life having any 
abnormality of menstruation, such as amenor- 
rhea and/or irregular bleeding, should be 
looked upon from the start as having some 
complication of pregnancy. When pain en- 
ters the picture, the possibility of ectopic 
pregnancy becomes greater. Hospital records 
did not mention all of the symptoms and signs 
we reviewed; however, in those in which they 
were mentioned as present or absent, pain oc- 
curred in 95.8 and amenorrhea in 91.7 per 
cent. Other symptoms such as a feeling of 
faintness or weakness, rectal pain and/or 
tenesmus, and shoulder pain were systemic re- 
sults of blood loss and its stimulating effect 
in the abdominal cavity. It was amazing how 
often, in the original histories, senior medical 
students and interns, without as yet the bene- 
fit of pelvic examination or culdocentesis, 
arrived at the diagnosis. The original impres- 
sion, in many instances, was disregarded after 
examination. Becoming “ectopic pregnancy 
conscious” helps. 


When the abdominal and pelvic findings 
were added to the findings from the history, 
the disease was narrowed in most cases to the 
pelvis. Abdominal tenderness, rebound ten- 
derness, and guarding or rigidity were present 
in 92.0, 42.0 and 36.3 per cent respectively, 
whereas pelvic tenderness and a_ palpable 
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lvic mass existed in 82.9 and 67.0 per cent 
respectively. 

Shock led to operation almost immediately 
in 18.2 per cent of the cases. The majority 
arrived in shock and went to the operating 
room immediately, while several developed 
shock in the hospital under observation be- 
fore operative intervention. Two cases will be 
discussed under deaths. 


Culdocentesis deserves special attention be- 
cause, through its increasing usage, earlier 
diagnosis and treatment are possible. Never- 
theless, the absence of blood should not be 
interpreted as meaning that an ectopic preg- 
nancy does not exist. No blood was found in 
24 cases or 6.2 per cent, whereas ectopic 
pregnancy was proved at operation. Blood 
was found in 93.8 per cent of the cases in 
which culdocentesis was used. Several in the 
positive group were originally negative. One 
case was dismissed in spite of positive culdo- 
centesis but was readmitted and operated 
upon later. It is not hard to imagine that all 
ectopic pregnancies at one time had no blood 
in the cul-de-sac. Anatomical relations could 
make culdocentesis impossible. It should be 
an aid to diagnosis, not the last appeal, be- 
cause it is only a part of the arrival at a clin- 
ical diagnosis. However, it does appear to be 
the most decisive single factor in making the 
diagnosis and helps to reduce the time from 
the first observation of the patient to the 
beginning of definitive treatment. It is ad- 
mitted that the presence of blood will lead 
to operation in some cases when the blood is 
due to conditions other than ectopic preg- 
nancy. 

The use of culdocentesis has reduced the 
number of colpotomies performed, but the 
colpotomy should not be abandoned. It would 
appear from our figures that ectopic preg- 
nancy is a fairly typical disease. The majority 
of cases are typical. 

The three deaths in the 388 cases of ectopic 
pregnancy were all considered preventable 
by the Maternal Mortality Committee. It is 
only by accident that two other cases were 
not included. One was dead on arrival at the 
hospital and the other died 10 minutes after 
arrival in the emergency room before being 
admitted. Had they been included there 
would have been five deaths in 390 cases, or 
a percentage of 1.28. The two cases not in- 
cluded were also considered preventable. 
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Short summaries of the three fatal cases 
with criticism and recommendations follow: 


Case 1. A 28 year old colored woman, gravida IV, 
para III, had had an ectopic pregnancy 4 years previ- 
ously. 

The onset of her last menstrual period was 6 weeks 
prior to admission. She had pain for 2 weeks and 
abnormal bleeding 1 week before admission. The 
clinical impression 11 days earlier was pelvic in- 
flammatory disease. She returned to the emergency 
room because of no relief from pain. 

There was tenderness over the lower abdomen and 
rebound tenderness. The left adnexa were tender; 
no mass was palpable and cul-de-sac puncture was 
positive for nonclotting blood. The blood pressure 
was 170/110, pulse 88, T. 100.2, and hemoglobin 9.5 
Gm. Retinal vessels showed grade II arteriosclerosis. 
Six hundred cc. of blood were found in the abdominal 
cavity when a left salpingectomy was done 6 hours 
after arrival in the emergency room. She received 1,000 
cc. of whole blood and 300 to 400 cc. of 5 per cent 
glucose in distilled water before the blood. Acute pul- 
monary edema began 8 hours after surgery. Corrective 
measures failed and she died 16 hours later, 24 hours 
after operation. 


Comment. This patient had advanced hy- 
pertensive arteriosclerotic cardiovascular dis- 
ease without enough cardiac reserve to toler- 
ate so much fluid in so short a time. 


Case 2. A 26 year old colored woman, gravida VI, 
para V, reported to the emergency room with a history 
of severe pain for 24 hours, a last menstrual period 
6 weeks previously, with vaginal bleeding. Pain was 
present in the lower abdomen with guarding and re- 
bound tenderness. No mass was palpable, but the 
pelvic examination produced pain and culdocentesis 
was positive for blood. Pulse was 140 per minute and 
no blood pressure reading was obtained because she 
was in profound shock. 

Two hours were devoted to the treatment of shock 
before a ruptured interstitial pregnancy was resected. 
In the 12 hours from diagnosis, she received 3,200 
cc. of blood, and 2,000 cc. of glucose; fifteen hundred 
cc. of blood were removed from the abdomen at oper- 
ation. She died from pulmonary edema approximately 
37 hours after diagnosis and 35 hours after operation. 

Autopsy revealed pulmonary edema, acute dilatation 
of the heart, petechial hemorrhages of the heart and 
congestions of lungs, liver and kidneys. There was 
evidence of nephrosclerosis and a granuloma of un- 
determined origin of the spleen. Hemoglobin at death 
was 19.0 Gm. per 100 cc. of blood. This death was 
considered preventable. 


Comment. The prime treatment for ectopic 
pregnancy is to stop the loss of blood. Too 
much time in this case was devoted to the 
treatment of shock. Practically no anesthesia 
is required for an incision on a patient in pro- 
found shock. After the placement of one or 
more clamps to close the vascular system, a 
patient will respond. Prolonged shock may 
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damage the patient beyond her ability to re- 
cuperate. Nephrosclerosis is indicative of vas- 
cular damage and intravenous fluids may 
overload the patient’s heart. 


Case 3. This 26 year old colored woman, gravida 
0, para 0, had her last menstrual period five and a 
half weeks before admission. She had had lower ab- 
dominal pain for one week, vaginal bleeding for 3 
days and had been seen in another hospital for 
pyosalpinx with anemia and had received one trans- 
fusion. Weakness had been present for one week. 


Culdocentesis twice had been negative for blood. 
Hemoglobin was 5.0 Gm. and hematocrit 13% 
after 500 cc. of blood had been given. Pelvic exam- 
ination was painful and a mass was palpable in the 
left adnexa. She was considered to have a pyosalpinx. 
About 4 hours before death and 36 hours after ad- 
mission, she had an increase in pain, the abdomen 
became distended and mild shock developed. While 
an intern was trying to pass a Levine tube to relieve 
the distention, profound shock developed. A frantic 
effort was made to combat the shock with rapid ad- 
ministration of 1,500 cc. of blood, however, she ex- 
pired without operation. 

Autopsy showed rupture of an ectopic pregnancy 
in the isthmic portion of the left tube and 3,000 cc. 
of blood in the abdomen. 


Comment. This, of course, is as typical a 
picture of ectopic pregnancy as one could 


choose to find. A resident placed too much 
faith in a negative culdocentesis. The death 
was preventable. 

The two other patients referred to, but not 
included in this series died of intra-abdominal 
hemorrhage. Both had been seen by physi- 
cians and circumstances indicate that the 
deaths were preventable. 

The fatal cases show that a physician under 
emergency conditions may be confronted with 
an obvious diagnosis in which a major oper- 
ative procedure is indicated but he may not 
necessarily know the general condition of the 
patient. Unfortunately, two patients had 
disease of the cardiovascular system and died 
as a result of congestive heart failure from 
being overtreated with blood transfusions and 
intravenous fluids. One patient may have had 
irreparable damage from prolonged shock. 
The third patient was lost as a result of poor 
judgment and a missed diagnosis which was 
influenced to some extent by the fact that no 
blood was obtained by culdocentesis. 

It would appear that a patient should have 
just enough replacement of blood and fluid 
to combat shock. It also would appear better 
to operate in the presence of shock in order 
to close the bleeding points as soon as pos- 
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sible. To delay for shock to pass will only 
make the bleeding worse. 


In one patient who survived, the physician 
ordered one pint of blood for every two points 
that the hematocrit was below 45. She re. 
ceived six and a half pints of blood in suc. 
cession in one day and the final reading was 
51, with no ill effects. Many patients would 
not have been as fortunate. 


Conclusions 


1. Three hundred and eighty-eight cases 
of ectopic pregnancy were studied in this 
review. 


2. Statistics are presented which show an 
increase in the number of ectopic pregnancies 
over a five year span from 1951 to 1955 in. 
clusive. 


3. An attempt is made to determine the 
symptoms and physical findings which were 
instrumental in precipitating operation on 
these patients. Lower abdominal pain and 
menstrual irregularities were the most com- 
mon findings. Ectopic pregnancy presents 
more typical clinical findings than atypical 
findings. 

4. The use of culdocéntesis is discussed 
and its more frequent use is recommended. 


~ 


5. The mortality rate was 0.77 per cent. 
Three cases are summarized and the cause of 
death discussed. 


Discussion (Abstract) 


Dr. Eric C. Schelin, Richmond, Va. Dr. Armstrong 
and his associates are to be congratulated on their 
splendid management of ectopic pregnancies which 
resulted in a maternal mortality rate of 0.77 per cent. 

I am wondering, however, whether any conclusion 
can be drawn as to the increasing incidence in a 
given community by comparing yearly statistics from 
only two hospitals. It would seem more conclusive to 
evaluate the figures from the entire community over 
a longer period, particularly the antibiotic era. Our 
own cases, which are tabulated over a 22 year period, 
do not suggest any increase. 


Inflammatory disease was not a factor in our private 
patients, and of secondary importance in the ward. 
We feel as do many others that defective develop- 
ment of the tube plays a much larger role etiologically 
than inflammation. 


Without any doubt, the early recognition of ectopic 
pregnancy in all of its locations is the secret of the 
most successful treatment. To this end, a high in- 
cidence of suspicion, and a painstaking history have 
been most helpful. Any woman in the childbearing 
age with abdominal pain may have a pregnancy out- 
side of the uterine cavity. One of our patients went 
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into shock while having her gallbladder x-rayed. The 
diagnosis was made by the radiology intern who took 
a careful history. 

As has been emphasized by Dr. Armstrong, abdom- 
inal pain is the outstanding entrance complaint, to- 
gether with abnormal vaginal bleeding, typically 
spotting following a short period of amenorrhea. A 
few, however, do not have pain and present a normal 
menstrual cycle. 

It has seemed to us that frequently the pelvic ex- 
amination causes so much pain that no accurate esti- 
mation of pelvic architecture is possible. A bulging or 
full cul-de-sac offers the only conclusion other than 
the inordinate discomfort. 

The majority of our patients have been so sick that 
the extra manipulation of culdocentesis, colpotomy 
and culdoscopy did not seem justified. In those with 
suspected old hematomas, we have been reluctant to 
explore vaginally. The few we have done have not 
given us as much help as we had hoped, and in some 
instances have misled us. In the very early cases with- 
out significant bleeding and in good condition, culdos- 
copy may be a valuable aid and its use is increasing. 

In the patients having had excessive loss of blood, 
we have used intravenous fluids reluctantly or not at 
all, but have given, whenever needed, massive amounts 
of blood. The transfusion is started simultaneously 
with the operation, and may be given under pressure. 


Our department of anesthesiology feels that cyclo- 
propane is the anesthetic agent of choice because of 
its tendency to elevate blood pressure and high oxygen 
content. Curare may be used, but should be given 
slowly and sparingly because of its tendency to lower 
the blood pressure. 


Our staff is in agreement with Dr. Eastman, who 
states that the two main secrets of success are “ (1) 
everlasting remembrance that lower quadrant pain 
in any woman between 15 and 50 may mean tubal 
pregnancy; (2) everlasting vigilance in securing a de- 
tailed and accurate history. The history is more im- 
portant than the findings on pelvic examination and 
if one contradicts the other, it is better in general 
to rely on the history.” 

Dr. H. Hudnall Ware, Jr., Richmond, Va. The 
authors have presented an interesting paper on a sub- 
ject which is important to all physicians who treat 
female patients during the reproductive period. 

Ectopic pregnancy probably occurs once in 303 
pregnancies. It caused 868 maternal deaths in the 
United States in the five years 1950 through 1954, and 
it causes about 15 per cent of the maternal mortality 
in many sections of this country. The high mortality 
associated with this infrequent but dangerous com- 
plication is due to several factors, chiefly to a failure 
to diagnose ectopic pregnancy early, and delay in 
operation and transfusion. We can do much to over- 
come both of these. 
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TABLE 1 


MATERNAL DEATHS DUE TO ECTOPIC PREGNANCY 
MEDICAL COLLEGE OF VIRGINIA HOSPITALS 


Uncorrected 
Number Number Mortality 


Patients Deaths Per Cent 
1930-39 Inclusive (10 years) 150 12 8.0 
1940-44 Inclusive (5 years) 115 2 1.7 
1945-55 Inclusive (11 years) 398 1 0.2 


We have no new aids to offer in the diagnosis of 
ectopic pregnancy, but wish to emphasize again: 

The importance of the physician keeping in mind 
the possibility of ectopic pregnancy in all women with 
pelvic pain and tenderness during the childbearing 
years. 

The importance of a careful history of at least 
three menstrual cycles before the last menses, and the 
patient’s complaints. Pelvic pain is the most frequent 
complaint reported by most patients, and it occurred 
in 98 per cent of the last 398 patients we reported 
from the Medical College of Virginia Hospitals. 

A history of amenorrhea or abnormal menses may 
be obtained in practically all ectopic pregnancies. 
Seventy-five per cent of our patients were between 5 
and 12 weeks pregnant when they entered the hospital. 

The temperature is frequently subnormal in a pa- 
tient with a ruptured ectopic pregnancy and _ rarely 
elevated above 101°F. unless associated with an in- 
fection. 

The pulse rate is usually elevated out of proportion 
to the level of the patient’s temperature, and the 
hemoglobin is usually low, and shows a drop in a 
few hours if repeated after signs and symptoms of 
rupture occur. 


It is true that the blood pressure will drop if the 
patient has severe pain or internal hemorrhage, but 
only 18.7 per cent of our patients had a systolic pres- 
sure below 100 mm. mercury when admitted to the 
hospital. 


A pelvic examination on a patient with a suspected 
ectopic pregnancy should always be gentle. Pain or 
tenderness on manipulation of the cervix is very sug- 
gestive of ectopic pregnancy. 

Immediate operation is indicated whenever the 
diagnosis is ectopic pregnancy. Transfusion should be 
given during the operation and afterward until the 
amount of blood the patient has lost has been re- 
placed. 


A comparison of the statistics from three papers 
which we have published on ectopic pregnancy il- 
lustrates the importance of early diagnosis, early oper- 
ation and transfusion when necessary (Table 1). 
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The vascular changes probably related to hormonal alterations and as found in liver disease 
and pregnancy, have attracted attention in recent years. Hemangiomas of pregnancy 


probably fall into the same category. 


A HEMANGIOMA Is A TUMOR composed basically 
of vascular channels which grow independ- 
ently and without regard to the laws that 
govern the distribution of capillaries and 
venules belonging to the general circulation. 
It constitutes essentially a vascular mass 
which is somewhat withdrawn from the cir- 
culatory system, and although supplied by 
artery and vein, does not stand in any inti- 
mate anastomotic relations with the adjacent 
circulation. Hemangiomas themselves, how- 
ever, vary in gross and microscopic appear- 
ance. They may contain primarily venous 
channels or capillaries, or a mixture of the 
two. They may be blue or red depending 
upon the oxygen content of the blood. 

This paper will discuss those cutaneous 
hemangiomas which make their very first 
clinical appearance during pregnancy, in- 
crease in size until delivery, and then marked- 
ly regress. Some predisposing local vascular 
pattern and the alterations in hemodynamics 
and endocrine functions associated with preg- 
nancy are probably etiologically significant. 


History 


Angiomas and the Menses. The literature 
contains several scattered papers in which 
hemangiomas are reported to have varied in 
size with the menstrual cycle. As early as 1861, 
Folin described two cases, each with a cavern- 
ous hemangioma on the lip. In one, the he- 
mangioma was influenced by menstruation 
and increased in size during pregnancy. In the 
other it grew rapidly after the onset of men- 
arche.' In 1939, Owen? reported the case of a 7 
year old girl with a hemangioma on the right 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 

+From the Department of Surgery, and Obstetrics and Gyne- 
cology, The George Washington University School of Medicine, 
Washington, D. C. 
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side of the face. The tumor gradually enlarged 
until the start of menstruation at age fourteen, 
Then it began to grow at a more rapid rate, 
becoming painful with each period of the 
menstrual cycle. 


Relation to Pregnancy. The literature re. 
veals also an occasional record of a pre- 
existing hemangioma increasing in size during 
pregnancy. Folin’s case, referred to above, 
showed marked enlargement during gestation, 
Pines and Rabinovitch,' in 1942, reported the 
case of a girl with a flat hemangioma on the 
neck. With the onset of pregnancy, this began 
to grow, becoming a large pedunculated mass 
at parturition. In 1949, Rose* described a con- 
genital capillary hemangioma on the neck ol 
a 24 year old woman which, starting at the 
fourth month of gestation, increased in red- 
ness and depth. Excision postpartum, showed 
a lobulated blood clot attached to the under- 
surface of a capillary hemangioma. 


Dentists have for many years recognized an 
entity which they have called “Pregnanc 
Tumors.” Some authors have used the term to 
include all tumors of the gingiva occurring 
during pregnancy, such as giant cell or minor 
salivary gland tumors, while others have re 
stricted the term to hemangiomas of the gin- 
giva. These tumors appear initially between 
the second and seventh month. Histologically, 
they have the characteristics of angiomas with 
epithelial proliferation. Since they have a ten- 
dency to regress after delivery, they have been 
thought to be due to hormonal changes. In 
some instances, removal of the tumor is indi- 
cated because of its ulcerative and hemorrhagic 
tendencies. A typical example of such a case 
was described by Thoma,* in 1952. A white 
woman, 28 years of age, with a_ history of 
epilepsy had an angioma on the right side ol 
the face. During the second month of her first 
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pregnancy, spherical tumor masses began to 
grow from the interdental papillae of both 
jaws. They were excised and proved to be 
cavernous hemangiomas. No recurrence was 
observed until the fourth month of her second 
pregnancy, at which time numerous masses 
again appeared; these also were excised. 

Cutaneous Arterial Spiders. The appear- 
ance of cutaneous arterial spiders during nor- 
mal pregnancy has been reported many times. 
In a series of articles, Bean and co-workers*® 
have described the initial development of 
these spiders from the second to the fifth 
month of gestation. They increase in size dur- 
ing the remainder of the pregnancy and then 
fade either before delivery or during the puer- 
perium. In some few instances they persisted 
beyond this time. Further reports by Walsh 
and Becker® describe the appearance of cuta- 
neous arterial spiders during the second to the 
fourth month of pregnancy. Furthermore, in 
four of these cases, palmar erythema also 
occurred. 

Suggestions as to the etiologic agent re- 
sponsible for the development of spiders in- 
clude the high estrogen levels of pregnancy, 
increased progesterone production, and a 
greater blood volume.‘ It is interesting to note 
that Bean was able to produce cutaneous arte- 
rial spiders in individuals suffering from liver 
disease by the administration of estrogens. 
Solem* has reported the appearance of spiders 
following ACTH therapy, regression with the 
termination of treatment, and recurrence 
when ACTH was resumed. 


De novo Appearance of Hemangiomas Dur- 
ing Pregnancy. The initial appearance of 
cutaneous hemangiomas has been mentioned 
in only two references. Davis,® in 1938, re- 
ported and illustrated twelve lesions in preg- 
nant women. These included six which closely 
resembled the arterial spiders described by 
Bean. One was a gingival “pregnancy tumor” 
of salivary gland type. Five could be classified 
as cutaneous hemangiomas. Rose,* in 1949, de- 
scribed three cases, one of which was a vascular 
alveolar tumor. The remaining two were 
hemangiomas, both occurring in primigravida. 
The tumor was noted in the sixth month in 
the first patient, and in the ninth month in 
the second. These hemangiomas increased in 
size until delivery, remaining stationary there- 
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after until they were excised during the post- 
partum period. 


Observations 


The availiable literature on angiomas and 
other vascular tumors of pregnancy thus con- 
tains only seven cases of hemangiomas occur- 
ring first during gestation. On this basis it 
would seem valid to conclude that the devel- 
opment of cutaneous hemangiomas in the 
pregnant female is extremely rare. 

Clinical experience, on the contrary, has led 
us to believe that hemangiomas are one of the 
more common cutaneous lesions appearing 
first during gestation. Indeed, in the last 100 
consecutive obstetrical cases observed, four pa- 
tients had clinically significant hemangiomas 
which originated within the period of prenatal 
care. 

Hemangiomas which do make their first ap- 
pearance during pregnancy are found most 
frequently on the face and upper extremities. 
In fact, no such lesion has been recorded or 
observed on the lower extremities. Interest- 
ingly enough, cutaneous arterial spiders, too, 
are rarely found below the umbilicus. 

Hemangiomas usually come to the patient’s 
attention during the second or third trimester. 
In general, they have been observed to in- 
crease in size until delivery and then show 
rather dramatic, though incomplete regres- 
sion. Some evidence of the lesion usually re- 
mains, and if not removed, the tumor is prone 
to recur in subsequent pregnancies (Fig. 1). 


FIG. 1 


Cavernous hemangioma of wrist in a 28 year old white 
woman. Tumor originated during first pregnancy and in- 
creased in size during following two pregnancies. 
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(Case 1) Thirty-three year old gravida white woman with 
pregnancy capillary hemangioma of lip. 


The following three cases illustrate most of 
the characteristics of hemangiomas which have 
occurred in pregnancy. 


Case 1. A 33 year old gravida II, white woman 
noted a nodule on her lower lip during her first preg- 
nancy. It diminished in size after delivery and recurred 
during the sixth month of her second pregnancy. It 
ulcerated and bled and was excised during the sev- 
enth month. Pathologic diagnosis: Capillary heman- 
gioma ulcerated, benign (Figs. 2 and 3). 

Case 2. A 30 year old white woman noticed a 
growth on her lower lip during the eighth month of 
her third pregnancy. It bled on several occasions but 
began to disappear just after delivery at eight and a 


FIG. 3 


Photomicrograph of hemangioma of lip (Case 1) showing 
numerous dilated vascular channels. Pathologic diagnosis, 
ulcerated capillary hemangioma. 


(Case 2) Hemangioma of lip first noted in eighth month 
of third pregnancy and excised six weeks postpartum. 


half months. It was excised six weeks postpartum be 
cause it remained as an annoying little nodule on her 
lip. Pathologic diagnosis: Hemangioma (Figs. 4 and 5). 

Case 3. A 28 year old primigravida, physician’s wife, 
first noted a brigh: red 0.3 mm. bleb on the volar sur- 
face of her left index finger at seven and a half months’ 
gestation. The lesion gradually increased in size and 
took on the characteristics of a hemangioma. During 
the first week postpartum it began to diminish in size, 


FIG. 5 


Photomicrograph of lesion removed in Case 2. Pathologic 
diagnosis: hemangioma (lower lip). 
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and at three months postpartum was a tiny red spot. 
No treatment was given (Fig. 6). 


Treatment 


Hemangiomas of congenital origin, infancy, 
and childhood have been treated in many dil- 
ferent ways. The application of escharotics, 
sclerosing agents, electrocoagulation, cryo- 
therapy, cautery excision, curie therapy, and 
roentgenotherapy, have all been advocated. 

Hemangiomas of pregnancy may appear 
rather suddenly, grow rapidly, and present 
somewhat of a problem in differential diag- 
nosis. In this case it is mandatory to settle the 
question by local excision and pathologic ex- 
amination (Fig. 7). In other cases cancer- 
phobia on the part of the patient makes re- 
moval necessary for the restoration of the pa- 
tient’s peace of mind. 

Lesions that are small and so located as to 
be asymptomatic, inconspicuous, cosmetically 
acceptable and devoid of trauma, may be left 
untreated. The patient should then be re- 
assured of the nature of the neoplasm and the 
characteristics of its growth explained. 

Certain lesions will be a real handicap to 
the patient, as for example, those located on 
the lip (Figs. 2 and 4). Frequently trauma- 
tized, they may bleed, be painful, or become 
infected. They are best removed. 

If the hemangioma has been large and re- 
gressed following delivery, it usually leaves an 
area of excessive skin and connective tissue 
(Fig. 1). Removal of this area is indicated if 


FIG. 6 


(Case 3) Hemangioma of left index finger appearing at 
seven and a half months gestation. 
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FIG. 7 


Photomicrograph of capillary hemangioma from the fore- 
head of a 21 year old primigravida. A raised, frambesiform, 
lightly-pigmented 1.5 cm. lesion developed during eighth 
month of pregnancy, 


the patient wishes to avoid recurrence in a 
subsequent pregnancy. 

In general, the authors have not used escha- 
rotics, sclerosing agents, and cautery excision, 
because of the poor cosmetic results. Electro- 
coagulation is to be condemned because of the 
destruction of the specimen with associated in- 
ability to obtain a_ pathologic diagnosis. 
Roentgenotherapy is not the method of choice 
in these benign lesions. Surgical excision has 
been used in this series where removal was 
indicated. 


Discussion 


Classification. A standard classification of 
hemangiomas has never been achieved. Un- 
fortunately, each new proposal has added to 
the complexity rather than the clarity of these 
lesions. A simple working terminology based 
on clinical features and histologic findings 
would be of great advantage. Hemangiomas of 
pregnancy are found to be capillary or cav- 
ernous, and contain either venous or arterial 
blood. 

Etiology. Speculation as to the etiology of 
hemangiomas appearing during pregnancy is 
both of theoretical interest and practical im- 
portance; it may prove helpful in clarifying 
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the etiology of vascular tumors in general. One 
of the most obvious systemic changes in preg- 
nancy is the variation in hormonal activity. 
Estrogen levels have been observed to increase 
after two and a half months, reaching peak 
levels at delivery. The greatest rate of incre- 
ment generally occurs around the seventh 
month. Bean has pointed out that high es- 
trogen levels may be the cause of arterial 
spiders in pregnancy, as in individuals with 
liver disease. 

Progesterone levels increase during preg- 
nancy, in a curve similar to estrogen with the 
greatest rate of increment appearing somewhat 
later than the seventh month. Since proges- 
terone is known to relax smooth muscle and 
to dilate blood vessels, some authors believe it 
to be the cause of telangiestasias of pregnancy. 

Furthermore, the corticoids have been ob- 
served to rise to an initial peak at two months’ 
gestation and then rapidly return to normal. 
They start increasing again at approximately 
the third month to reach a new peak level at 
about the seventh month, then decline grad- 
ually until delivery. As was previously men- 
tioned, vascular spiders have been induced by 
the administration of ACTH." 

Alterations in the circulation during gesta- 
tion may possibly be associated with the for- 
mation of hemangiomas. The plasma volume, 
for example, increases regularly by about 50 
per cent. However, five to sixty days prior to 
delivery it loses about 25 per cent of the total 
increase, generally reaching normal values 
within the first two weeks of the postpartum 
period.'' This factor, together with an increase 
in velocity of blood flow, increased cardiac 
output and tachycardia, may be etiologically 
important in the formation of vascular tumors. 

While the venous pressure is not generally 
elevated during pregnancy, it is increased in 
the lower extremities, perhaps on the basis of 
the placenta as a modified A-V_ fistula. 
Whereas ectasias are common below the pelvis 
in pregnancy, the development of heman- 
giomas has not been observed in the lower 
extremities. It would therefore seem that ven- 
ous pressure has nothing to do with the forma- 
tion of vascular tumors. 

The etiology of hemangiomas of pregnancy 
may probably best be ascribed to a combina- 
tion of many factors rather than any single 
one. The structural anomaly may be present 
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Thirty-three year old gravida III, white woman with 
hemangioma of pregnancy developing within a congenital 
port-wine stain of the cheek. 


before the new growth is clinically evident; 
this is exemplified by one of our patients. A 
33 year old gravida III white woman had a 
congenital port-wine stain covering nearly the 
entire half of the face. In her first pregnancy 
she developed a hemangioma of the lip dur 
ing the fourth month. It was excised because 
of pain and bleeding. She had no disturbances 
during the second pregnancy, but in the sev- 
enth month of her third pregnancy developed 
the raised vascular lesion pictured here 
(Fig. 8). 

On the basis of known physiologic changes 
in pregnancy and our own clinical observa- 
tions, it may be stated that factors of etiologic 
significance probably include a local tissue 
predisposition such as a congenital defect or 
displacement of vascular tissues. In addition 
there is the action of one or more hormones 
and the aggravation by physical factors ex- 
emplified by an increase in blood volume and 
velocity of blood flow. 


Summary 


A review of the literature referring to vari 
ous types of hemangiomas occurring during 
menstruation and pregnancy has been re 
ported. Observations on patients who have de- 
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veloped hemangiomas during pregnancy have TABLE 1 
been made. The probable etiology of heman- 
giomas of pregnancy has been discussed. Meth- WITH GROWTH 

. > > Time Relation 
ads of treatment have been indicated. Age Site to Pregnancy Type 

25 Neck 8th month Hemangioma 
References 25 Shoulder, thigh ‘Throughout Sclerosing 
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Discussion (Abstract) 


Dr. John C. Weed, New Orleans, La. Wr. Letter- 
man and co-authors are to be congratulated for bring- 
ing to our attention a condition many of us have 
been overlooking for years. As many obstetricians have 
done, I have reassured countless patients concerning 
their spider angiomas of pregnancy. In my experi- 
ence, however, their regression is incomplete and they 
remain, albeit inconspicuous, for years. 

However, the influence of pregnancy on hemangiomas 
has not been brought to our attention, nor have we 
had occasion to refer patients to surgeons for their 
express removal. So, in order to have something to 
say in discussion of this excellent paper, I reviewed our 
record library with the combined diagnoses of (a) 


removed postpartum angioma 


24 Shoulder Mid-trimester Sclerosing 
angioma 
21 Chest &th month Hemangioma 
19 Lip 4th month Hemangioma 
WITHOUT GROWTH 
(History) 
36 Congenital 1 early abortion No increase 
forearm in 25 years. 
Cavernous 
hemangioma 
27 Abdomen 3 months postpartum Hemangioma 
30 Skull 2 vears postpartum, 
first diagnosed Cavernous 
bone 
$2 Cervix Diagnosis Cavernous 
7 months type 


postpartally 


Pregnancy and (b) Hemangioma. No cases could be 
found. However, in reviewing all of the cases of 
hemangiomas in females, excluding infants, some 216 
cases, there were nine charts in which hemangiomas 
were diagnosed clinically, radiologically (skull), or by 
tissue study in which a concurrent or recent pregnancy 
had been noted. Of these, five showed progress during 
pregnancy, although the time of first appearance of 
the lesion was not known. The remaining four cases, 
involving the skull, cervix, forearm and abdomen, 
were diagnosed from three months to two years post- 
partally. One, a congenital lesion, did not progress ap- 
preciably in a pregnancy that aborted (Table 1). 

The authors’ concepts as to the etiology of these 
tumors are certainly acceptable. Just which of the 
hormones, whose increase in pregnancy is so marked,— 
estrogen, progesterone, corticoids——is the principal 
factor leading to vasodilation, palmar erythema, vas- 
cular spiders and hemangiomas, remains to be dem- 
onstrated. 

Let me congratulate the authors on a splendid pres- 
entation. 


Order forms for Golden Anniversary Key available from 


headquarters, 1020 Empire Building, Birmingham, Ala. 


1957 
with 
nital 
lent; 
ad a 
the 
ancy 
ause 
nces 
sev- 
ped 
here 
nges 
TVa- 
ogic 
ssue 
t or 
ynes 
vari: 
ring 
re- 
de- 


600 


MAY 1957 


Care of the Injured Hand’ 


J. MALCOLM ASTE, M.D.,t Memphis, Tenn. 


The responsibility is great for the doctor who first treats injuries of the hand. 
So much of the patient’s future use of the hand or need for secondary repair 
depends on the judgment of the one who sees and treats him first. 


Ir Is ESTIMATED that out of every 17 persons 
in the United States one suffered a disabling 
injury last year. When we consider that up 
to 40 or 50 per cent of these receive an injury 
to the hand, the problem which confronts 
us is obviously great. Although there has been 
a tremendous increase in the interest in hand 
surgery during the past ten or fifteen years 
and there are numerous articles in the litera- 
ture on the subject, a number of old problems 
are still with us. 

Infection, even of a low-grade nature, 
fibrosis and formation of scar tissue are the 
chief deterrents to satisfactory results in hand 
surgery. And though we know that even in 
the most skilled hands a perfect result cannot 
be attained with many injuries to the deeper 
structures of the hand, under proper circum- 
stances and care most patients may obtain a 
gratifying functional result. This fact should 
be uppermost in the mind of any physician 
or surgeon who assumes the care of an in- 
jured hand. 


Diagnosis 


The physician or surgeon who first sees the 
patient must assume the responsibility for 
exercising the care and judgment which will 
restore the damaged hand to a functioning 
unit as soon as possible. Thus an intimate 
knowledge of the anatomy and physiology of 
the hand is most important. Although the 
anatomy and dynamics of the hand are quite 
complex, in almost every instance a satis- 
factory determination of the extent of the in- 
jury may be obtained without exploring the 
depths of the wound. 

Some of these patients, such as alcoholics, 
may offer quite a problem in establishing a 


*Read before the Section on Industrial Medicine and Surgery, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 

+From the Department of Surgery, University of Tennessee, 
and the Methodist Hospital, Memphis, Tenn. 


correct diagnosis. However, it is our practice 
in most of these cases not to carry out a defini. 
tive repair primarily; after the usual care of 
the wound only the skin is closed. Secondary 
repairs are done at a later date. 

Young children also present a difficult 
problem in accurate diagnosis, but nearly all 
of them require repair under general anes. 
thesia and at this time definitive exploration 
of the wound can be carried out. A word of 
warning should be added, because many of 
these wounds in children are small and may 
be cared for by the pediatrician or the intern 
in the emergency room. It should be empha- 
sized that although a wound is small it may 
penetrate the deeper tissues and divide the 
tendons or nerves. The injury to the deeper 
structures may go unrecognized for many 
weeks (Fig. 1). 


FIG. 1, A-B 


A 7 year old boy sustained a laceration over the proximal 
phalanx of the long finger of both hands simultaneously. 
The skin was closed by a pediatrician and the tendon dam- 
age remained undiagnosed for several weeks. Subsequent 
tendon graft done in both long fingers utilizing extensor 
digitorum longus. (A and B) Show lack of flexion in the 
long fingers. 
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FIG. 1, C 


Shows results after tendon graft. 


Mason! and Allen? have repeatedly pointed 
out certain factors which always should be 
considered before the surgeon undertakes the 
repair of divided deeper structures of the 
hand, Although our students recoil at the idea 
of taking a history this is most important in 
determining the character of the injury. Some 
authors have contended that the so-called safe 
period has been lengthened considerably since 
the advent of antibiotics,’ but it is still our 
feeling that lacerations within the digits, in- 
volving the nerves and tendons, should not 
be operated upon when the time interval has 
exceeded two or three hours following the 
injury, despite the availability of antibiotics. 

One must also seriously consider the type of 
first aid which has been rendered to the pa- 
tient. Many times an effort has been made in 
the emergency room or the office of the phy- 
sician to “fish out’? the divided ends of ten- 
dons and repair them under local anesthesia. 
It is felt that it is injudicious to attempt a 
primary repair of deeper structures in the 
hand unless the circumstances in regard to 
injury, the time elapsed, and the character 
of the first aid meet practically ideal require- 
ments. 


Repair 

Patients with wounds of the deeper struc- 
tures of the hand are taken to the operating 
room and under general anesthesia the sur- 
rounding skin is washed thoroughly with 
pHisoHex and water. This is followed by a 
thorough irrigation with normal saline solu- 
tion performed over a modified Bryant basin. 
We feel that this so-called “toilet” of the 
wound is exceedingly important in reducing 
infection and formation of scar tissue. The 
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hand is then draped and meticulous debride- 
ment is performed under tourniquet control. 
Moist sponges are used and sponging of the 
tissues is reduced to the minimum. 

If the wound does not meet the require- 
ments for primary repair of the deeper struc- 
tures, or if fractures are present in the digits 
or metacarpals, all bleeding points are ligated 
with fine suture material such as 4-0 plain 
catgut and the skin is closed. The fractures 
are molded in position and the hand is dressed 
on a Mason universal splint. If there has been 
loss of skin this area is covered with a split 
thickness skin graft. The fingers are dressed 
separately and ample amounts of fluffed 
gauze or mechanics’ waste are used to produce 
satisfactory compression of the tissues. One 
must not rely chiefly upon the elastic bandage 
for compression of these injured hands. 


In cleanly incised wounds involving the 
flexor tendons, and less than two hours old, 
primary repair may be carried out if one uses 
extremely careful atraumatic technic and only 
the profundus tendon is sutured. If one is 
working within the digital sheath, the so- 
called Zone 1 of Siler,* one must remember 
to remove a window of the fibrous sheath ap- 
proximately 1 cm. in length over the site of 
suture. If the wound does not meet the re- 
quirements for primary repair of the deeper 
structures, secondary repair may be carried 
out at the end of 3 to 4 weeks providing the 
wound heals without infection. The surgeon 
must adhere to the same general surgical 
principles utilized in primary tenorrhaphy. 

If there is any doubt about the condition 
of the wound, or the condition of the patient 
the surgeon should definitely refrain from ex- 
tensive primary repairs. If secondary repair or 
tendon graft is to be successful scar tissue 
must be reduced to the minimum. 

Experience in recent years has convinced 
me that tendon grafting is a_ satisfactory 
method of repair in the hand, if there is good 
mobility of joints and there is no excessive 
scar tissue overlying the tendons. We utilize 
either the palmaris longus or one of the ten- 
dons of the extensor digitorum longus to the 
lateral four toes for these tendon grafts. ‘The 
tendon to the great toe is never sacrificed. 
There is no disability from sacrifice of the 
lateral toe tendons and their use is indicated 
particularly where more than one graft is re- 
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quired. Extreme care is used in dissecting out 
the tendon in order to preserve the fine 
areolar tissue around it to provide a gliding 
surface (Fig. 2). 

The profundus tendon has a_ broad in- 
sertion on the distal phalanx, therefore an at- 
tempt is made to get a broad attachment of 
the graft to the divided profundus. This is 
accomplished with fine white silk. We have 
not been troubled with separation of the 
tendon at its suture line. The proximal! end 
of the graft is woven into the profundus and 
tacked in place with fine white silk. The wrist 
is maintained in a position of flexion for 
three weeks. 

We know that these tendons do survive and 
grow with the individual and this is particu- 
larly amazing in view of the circulation of 
the normal tendon as pointed out by Meyer, 
Gonzales and most recently by Brockis® of 
England. 

Injuries of the extensor tendons are fre- 
quently dismissed by authors as being of very 
minor importance. It is true that if they are 
handled correctly results are much more grat- 
ifying than injuries of the flexor tendons. 
Many times additional enlarging incisions are 
not necessary to obtain the retracted tendon 
ends and reunite them. 

Posch,® in a recent article, stated that if 
extensor tendons are sutured with two or 
three 6-0 cotton sutures, uniformly good re- 
sults are obtained. I believe the divided ends 
should be approximated with the same care 


FIG. 2, A 


A laceration across the ring finger of the right hand in a 
26 year old man. Previous attempt at repair was unsuccess- 
ful. Tendon graft was done using the palmaris longus. 


FIG. 2, B-C 


Cc 


(B) Shows inability to flex this digit. (C) Shows the ability 
to flex the finger after tendon graft. 


used in flexor tendons, and that the wrist and 
involved fingers should be kept in extension 
for a minimum of three and one-half or four 
weeks lest the strong overpull of the flexor 
action damage the freshly united tendon ends. 

Late repair of the extensor tendons in the 
digits offer a particularly difficult problem, 
and I know of no individual who has a satis 
factory answer for many of these cases. 

In the “mallet finger,” or disruption of the 
insertion of the extensor tendon at the distal 
phalanx, it is difficult to maintain the distal 
interphalangeal joint in extension to allow 
for adequate healing. This may best be ac 
complished by passing a small Kirschner wire 
down the center of the middle and distal 
phalanges across the distal interphalangeal 
joint? (Fig. 3). 

Time does not allow me to go into great 
detail in regard to nerve injuries and their 
repair. It is most unfortunate that more em- 
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yhasis has not been placed upon the repair 
of the peripheral nerves in the hand. Many 
of our neurosurgeons take a most pessimistic 
viewpoint on their regeneration and _ restora- 
tion of function. It is true that in the mixed 
nerves the small muscles supplied by the 
nerves do not often regenerate nor are they 
often preserved by primary suture. However, 
one cannot overestimate the importance of 
restoring sensation to the fingers whenever 
yossible. In most cases exceedingly good re- 
sults follow the suture of nerves in the hand. 
One reason is that the nerves are no longer 
mixed, but are either purely motor or purely 
sensory. The other fact is that the regenera- 
tive power of the nervous system increases as 
we reach the periphery. 

If the wound meets the requirements for 
primary tendon repair then primary nerve 
suture should be carried out also. The dam- 
aged ends of the nerves should be trimmed 
cautiously with a sharp blade and the ends 
approximated as closely as possible using fine 
silk, either 6-0 or 7-0 on an atraumatic needle. 
It has been pointed out repeatedly that at the 
wrist or forearm, the blood vessels coursing 
in the nerve sheath, may be used as a guide 
for accurate approximation of the nerve ends. 


FIG. 3 


A 40 year old female sustained a laceration over the dorsum 
of the little finger with severed extensor tendon. There 
Was no attempt at primary repair. Eight weeks later the 
extensor tendon was repaired and the finger held in position 
by Kirschner wire. 
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The poor results that have been reported 
probably resulted from faulty technic of 
initial repair, or failure to identify nerves or 
suture of nerve to tendon. 

There is usually a particularly pessimistic 
attitude on the part of most neurosurgeons in 
regard to the prospects for regeneration in 
late cases of severed nerves. I do not feel that 
this opinion is justified for we have been 
most agreeably surprised with the results ob- 
tained in a number of instances of late repair 
of nerves, some with an interval of three years. 
Bunnell® has reported satisfactory results with 
severed nerves after a much longer interval 
between injury and time of repair. 

These patients may not regain stereognosis, 
but they do regain some light touch and pin- 
prick, and there is a definite improvement in 
the normal feeling of the hand. If primary 
repair of the nerves is not to be done, it is 
our teaching that the severed ends of the 
nerve should be approximated with one 
suture of fine silk or tantalum. It is felt that 
this procedure prevents some retraction of the 
nerve and simplifies the secondary repair. At 
the time of secondary repair the nerve is never 
approached at the point of severence, but the 
normal nerve is dissected out both proximal 
and distal to the point of division. 

Finally, the patient must be encouraged to 
use the hand just as soon as the tissues will 
stand it. He should practice his own physical 
therapy with warm soaks and should use the 
hand during all the waking hours of the day. 
Rubber balls are never advised for exercise 
because they do not encourage usage of all 
the joints of the fingers. Wooden blocks that 
are curved to fit the hand or theraplast make 
very satisfactory adjuncts for exercise. Restor- 
ation of function can be expedited in many 
instances by dynamic splinting as pointed out 
by Bunnell.s 


Summary 


Hand injuries obviously occur frequently 
and offer a difficult problem to all surgeons 
regardless of training and skill. 

The basic principles of hand care must be 
followed at all times. 

Though no statistics are offered we have a 
goodly number of gratifying results with the 
use of free tendon grafts in the hand. 


Although perfect results may not be pos- 
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sible, every effort should be exerted to restore 
the injured hand to use with both motor 
power and sensation, as quickly as possible. 
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Proper Selection of Physiologic 
Methods in the Study of Congenital 
and Acquired Heart Disease 


EARL F. BEARD, M.D., DAN G. McNAMARA, M.D., and 
JOSEPH LATSON, M.D.,t Houston, Tex. 


Cardiac catheterization, intra-arterial pressure-pulse curves, and oximetry at the ear are methods 
which have a practical application in diagnosis and prognosis in various types of heart disease. 
They are often essential in the proper selection of patients for cardiac surgery. 


Introduction 


WHILE A DEFINITE DIAGNOSIS can usually be 
made on a basis of purely clinical criteria in 
the majority of cardiac patients, there are 
instances in which more specialized studies 
are necessary, and it is usually in this com- 
plicated minority of cardiac patients that ac- 
curacy of diagnosis is mandatory. In choosing 
methods with which to study this latter group, 
the clinician must recommend those special- 
ized radiologic and _ physiologic methods 
which in a given case are likely to yield the 
most valuable data with a minimum of risk. 
At times studies most valuable, interesting, 
and popular from an investigative or research 
viewpoint may not be those expected to pro- 
duce the largest amount of clinically useful 
data. It is the authors’ purpose to review ex- 
periences with various physiologic methods 
as used in a laboratory where the patients 
studies were those in whom the diagnosis or 
physiologic derangements were not estab- 
lished beyond reasonable doubt by thorough 
clinical, radiologic, and electrocardiographic 
examinations, and where few if any patients 
were studied purely for investigative purposes. 


Right Heart Catheterization 


Catheterization of the right heart is most 
productive diagnostically where left to right 
intracardiac shunts, abnormal pressures in 
the right heart, or abnormal pressure gra- 
dients in the right heart are suspected. From 


_ *Read before the Section of Internal Medicine, Texas Med- 
ical Association, June 1956. 


tFrom the Kelsey and Leary Clinic and Texas Childrens 
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these criteria it is apparent that on a purely 
numerical basis catheterization of the right 
heart is more likely than any other single 
method to yield valuable results in a major- 
ity of congenital abnormalities. 


The yield of data from catheterization is 
likely to be proportional to the judgment 
used in the procedure. The operators should 
in each case be aware of the particular an- 
swers sought and apportion their time and 
efforts accordingly. For example, a catheteri- 
zation in which the majority of the time is 
spent obtaining multiple pressures and blood 
samples from the right ventricle and pulmon- 
ary arterial tree, according to a “routine” pro- 
cedure, is likely to be valueless when the main 
problem is to establish the site of entry of an 
anomalous pulmonary vein. 


To intelligently perform catheterization of 
the right heart, the operator must also be 
able to measure pressures, estimate oxygen 
saturation of blood samples withdrawn, and 
continuously monitor the arterial oxygen 
saturation while the procedure is being done 
and not be dependent upon data which will 
be available to him a day or more after the 
cardiac catheter has been withdrawn.' He 
must thus be able to obtain multiple blood 
samples or continuous pressure recordings 
during withdrawal of the catheter from one 
region to another, or perform additional 
manipulation of the catheter when indicated 
by results immediately available at the cathe- 
terization table. 


Figure 1 illustrates one type of apparatus 
which makes this possible. The patient is 


~ 


Apparatus assembled for cardiac catheterization. The cardiac 
catheter is attached through a = system of stopcocks to a 
whole blood cuvette oximeter, pressurized wash bottle 
assembly for flushing, a strain guage manometer, and a 
semi-automatic device for calibrating the manometer. An 
ear oximeter on the patient’s right ear continuously moni- 
tors the arterial oxygen saturation. A lead to the electro- 
cardiograph is attached to the electrode-type catheter for 
recording the intracardiac lead of the electrocardiogram. 
The wash bottle and calibrator are not shown. 


lying supine on the fluoroscopic table breath- 
ing ambient air, and the arterial oxygen sat- 
uration is constantly monitored by a direct 
reading oximeter attached to the ear. The 
cardiac catheter is attached by a system of 
stopcocks to a strain gauge manometer. Blood 
samples are withdrawn through a direct read- 
ing whole blood oximeter, and the catheter 
is kept tree of clots by intermittent flushing 
with heparinized saline or glucose solutions 
from pressurized wash bottles. There are ar- 
rangements in the apparatus for semi-auto- 
matic calibration of each pressure recording 
and for continuous monitoring of intracardiac 
pressure and electrocardiograms by suitable 
oscilloscopes. In the last two years 159 cardiac 
catheterizations have been done in the lab- 
oratory of the Texas Childrens Hospital for 
diagnostic purposes, or in a few cases to es- 
tablish operability in cases where the diag- 


SOUTHERN MEDICAL JOURNAL 


MAY 1957 


nosis was fairly well established by other 
means. There have been no deaths during or 
immediately after catheterization, although 
one patient severely ill with primary pul 
monary hypertension died suddenly at home 
three days after catheterization. Although 
autopsy revealed nothing except the primary 
disease, it is possible that death in this in- 
stance could have been related to catheteriza. 
tion as it is well-known that these patients 
withstand any sort of stress very poorly. Post. 
catheterization morbidity has been nil. 

Table 1 lists the most common types of 
congenital lesions for which cardiac catheter. 
ization was performed. It is immediately ob- 
vious that one of the most common problems 
encountered is the differential diagnosis of a 
left to right intracardiac shunt with or with- 
out pulmonary hypertension. This general 
category of patients usually present them- 
selves with a systolic murmur, no cyanosis, 
signs of increased pulmonary vascularity on 
x-ray study, and evidence of right ventricular 
hypertrophy or right bundle branch block on 
the electrocardiogram. It is fortunate that a 
relatively simple procedure is most accurate 
in this very common type of problem. Other 
lesions for which cardiac catheterization has 
been done include a common atrioventricular 
canal, tetralogy of Fallot, endocardial fibro- 
elastosis, congenital mitral stenosis, trans 
position of the great vessels, single ventricle, 
primary pulmonary hypertension, anomalous 
pulmonary venous drainage, common truncus, 
cor triatriatum, and various combinations of 
these lesions. 

We do not routinely make the Fick calcu 
lation of cardiac output or magnitude of 
shunt, where present, because such calcula- 
tions have not proved of great value in diag: 
nosis or determination of operability in our 
hands, and because results are not always re 
liable in small children where it is difficult 
to obtain cooperation and a steady respira: 
tory state. 


TABLE 1 


MOST COMMON LESIONS FOR WHICH RIGHT HEART 
CATHETERIZATION WAS DONE 


Ventricular septal defect 


(Including Eisenmenger’s) % 
Atrial septal defect 30 
Patent ductus arteriosus 2 
Pulmonic stenosis with intact 

ventricular septum 8 
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The exact role of catheterization findings 
in selection of patients with mitral stenosis 
for commissurotomy and for detection of 
signilicant mitral regurgitation is still con- 
troversial. It seems at present, however, that 
if most other criteria indicate that the pa- 
tient is a suitable surgical candidate, one 
would like to find elevated pulmonary artery 
pressure, elevated pulmonary capillary 
(“wedge”) pressure, and a relatively fixed 
cardiac output at catheterization. Ideally 
there should also be no large pressure waves 
in the pulmonary capillary tracings which 
would occur synchronously with left ventricu- 
lar contraction and thereby indicate signilfi- 
cant mitral regurgitation. Very often, how- 
ever, right heart catheterization does not aid 
materially in evaluation of the patient with 
mitral valvular disease. 

Paravertebral catheterization? of the left 
heart seems to be the most direct method to 
date for evaluation of mitral stenosis, since 
it permits one to determine directly the pres- 
sure gradient between the left atrium and 
ventricle as well as noting regurgitant waves 
in the left atrium. If used in conjunction 
with dye dilution curves, the ability to detect 
mitral regurgitation is apparently enhanced. 
We have to date had no actual experience 
with this method on patients in our labora- 
tory. 


Intra-Arterial Pressure-Pulse Curves 


Where coarctation of the aorta is sus- 
pected, simultaneous direct radial and fe- 
moral intra-arterial pressure pulse tracings 
are of value in demonstrating the flat, de- 
layed pulse, low systolic pressure, and low 
pressure below the coarctation.® Such pulse 
contour tracings can easily be recorded by at- 
taching suitable strain gauge manomeier sys- 
tems to indwelling intra-arterial needles. 
Simple intra-arterial pressure pulse tracings 
may be of value in diagnosis of lesions of the 
aortic valve. 

Where one suspects reverse flow through a 
patent ductus arteriosus, oxygen saturation 
studies of blood simultaneously withdrawn 
from right radial and femoral arteries is of 
value. Where there is an increment of reverse 
flow through the ductus, blood from the 
femoral artery is lower in oxygen saturation 
than blood from the right radial artery. The 
finding of such shunt reversal is usually a 
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contraindication to surgical closure of the 
ductus. 


Ear Oximetry 


Use of an ear oximeter to determine serial 
changes in arterial oxygen saturation is of 
value as a routine test and during cardiac 
surgery. Its use during catheterization has al- 
ready been mentioned. 


Figure 2 shows a_ standardized oximeter 
recording. This is done almost routinely in 
our laboratory on patients with congenital 
heart disease. Continuous determination of 
arterial oxygen saturation is performed at 
rest, during standardized exercise (thirty 9 
inch steps in one minute), during a five min- 
ute recovery period from exercise, during one 
minute of hyperventilation and a five minute 
recovery period, while breathing 100 per cent 
oxygen, and during various respiratory man- 
euvers. In infants, crying is substituted for 
the exercise portion of the test. Such studies 
seem to have many uses. They may, for ex- 
ample, serve as a guide in selection of the 
optimal time for operation in tetralogy of 


FIG. 2 
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Plot of arterial oxygen saturation as recorded by a direct 
reading ear oximeter in a 9 year old girl with pulmonic 
stenosis and intact ventricular septum. There is slight un- 
saturation of arterial blood at rest, a marked decrease in 
saturation with exercise, recovery during hyperventilation 
with ambient air, and practically full oxygen saturation of 
arterial blood while breathing 100 per cent oxygen. After 
breathing of oxygen is discontinued, the saturation falls to 
resting levels. Vertical lines indicate one minute time in- 
tervals. 
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Fallot, isolated pulmonic stenosis, and tri- 
cuspid atresia, particularly if repeated studies 
are done on the same patient over a period 
of time. Data obtained in several hundred of 
these standardized oximeter procedures are 
currently being analyzed for diagnostic im- 
plications in specific lesions.* 

Uses of ear oximetry during cardiac surgery 
are numerous and obvious. It allows one to 
immediately evaluate the adequacy of a sub- 
clavian anastomosis in tetralogy of Fallot, for 
example. Naturally, the results of all oxi- 
metric procedures must be evaluated with 
proper regard for the accuracy of the instru- 
ment used. While these instruments have 


limitations in determining absolute satura- 
tion, most present-day oximeters have a high 
degree of accuracy in determining changes 
in saturation, and are in fact fairly accurate 
for absolute saturation in the higher ranges. 


MAY 1957 


Summary 


Some applications of physiologic methods 
in the diagnosis and evaluation of the cardiac 
patient are discussed. To obtain clinically 
useful data from these methods, two criteria 
must be fulfilled. Firstly, a method must be 
chosen which is capable of demonstrating the 
hemodynamic alterations suspected; and sec. 
ondly, the specific answers sought must be 
kept in mind during the actual performance 
of any of the procedures mentioned, if the 
procedures are to be performed in a logical 
manner. 
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Parathyroid Gland 


Two UNUSUAL PATIENTS with parathyroid 
tumors are presented. The first patient 
showed some of the features of hyperpara- 
thyroidism terminating in sudden death. 
The second patient had a huge parathyroid 
tumor, thought to be the largest yet reported, 
and thought at present to be carcinoma. This 
second patient had hypocalcemia. 


Case 1. K. E., a 40 year old man, was admitted 
to the hospital on November 1, 1954, complaining of 
nausea and vomiting of three days duration. 

He had been hospitalized in 1951 for repair of a 
left inguinal hernia and right hydrocele, and in 1953 
for bilateral renal calculi. The radiologist suggested 
the possibility of hyperparathyroidism in 1953. On 
neither of his previous admissions was any abnormality 
of the neck noted nor were the blood calcium and 
phosphorus determined. 

For about one month prior to his last admission 
he had had moderate constipation, loss of weight, and 
rather generalized pains in various parts of his body. 
On October 27, the nausea and vomiting began and 
he had been unable to retain anything by mouth for 
three days before admission. He had worked until 
that day, October 27. 

The patient appeared chronically ill but physical 
examination failed to reveal any abnormality. The 
blood pressure was 112/72, no masses were felt in the 
neck, and the lungs were clear. The urinalysis revealed 
a trace of albumen, 5 to 10 WBC and 3 to 5 RBC per 
high power field. A cholecystogram on November 2 
revealed a normal biliary system but many renal 
calculi were noticed in the plain film of the abdomen. 
On November 4, the blood calcium was 14.5 mg. and 
the phosphorus was 3.0 mg. per 100 cc. 

On the same day the patient became confused, very 
weak and began complaining of severe pains in his 
legs. These continued for about six hours when he 
became unconscious and died. 

Postmortem x-ray studies revealed marked deminer- 
alization of the bones without cyst formation. 

Necropsy revealed a trilobed parathyroid tumor ad- 
joining the lower pole of the right lobe of the thyroid 


tFrom the Surgical Service of the Anne Arundel General 
Hospital, Annapolis, Md. 


Two Unusual Tumors of the 


ROBERT C. KIMBERLY, M.D.,t Baltimore, Md. 


gland (Fig. 1). This had the appearance of a chicken 
heart and measured 3.2 cm. in size. It could not be 
felt through the intact skin but was seen to bulge 
beneath the infrahyoid muscles after the skin was re- 
flected. The lungs showed pulmonary edema. Multiple 
calculi were found in both kidneys. 

Microscopic examination of the parathyroid tumor 
showed dark stained nuclei with eosinophilic cyto- 
plasm (Fig. 2). Microscopic examination of the kidney 
showed numerous small foci of calcium deposits in 
the stroma. 


Comment. Prompt exploration of the neck 


FIG. 1 


(Case 1) Parathyroid tumor still attached to the thyroid, 
and appearance of calcific deposits in the kidney. 
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Case 1) Sections of parathyroid tumor. 


after discovery of the hypercalcemia might 
have saved this patient. 


Case 2. Mrs. R. R., a 66 year old white woman, 
was admitted to the hospital on October 18, 1955, 
complaining of pain in the lower back. 

On admission every observer was immediately im- 


FIG. 3 


(Case 2) Appearance of mass in neck before operation. 
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pressed with the presence of a huge mass in the right 
side of the patient’s neck (Fig. 3) which she stateg 
had been present since the birth of her first child in 
1917. The mass had gradually increased in size but she 
had consistently refused to have it removed. In 1935 
she had an operation for intestinal obstruction dye 
to volvulus at the University of Maryland Hospital 
in Baltimore. The mass was noted in the right side 
of the neck but no determinations of blood calcium 
or phosphorus were made. In the past 9 years she 
had gradually lost weight, about 50 pounds. Dur. 
ing the past two years she had noticed nocturia 2 to 
3 times nightly, dysuria, burning on urination and, 
on at least one occasion, hematuria. For the past two 
years she had suffered with pain in the lumbar region 
which had increased to the time of admission, when 
she was unable to get out of bed without assistance. 

On examination the patient’s skin revealed a re. 
markable coppery pigmentation which she said had 
been present all her life. There was a large mass the 
size of a baseball in the right side of the neck; this 
seemed to rotate medially with swallowing. X-ray 
examination revealed severe osteoporosis of the bones 
with compression of the bodies of the first, fourth and 
fifth lumbar vertebra. In addition there was a stag- 
horn calculus of the right kidney and at least one 
gallstone. The blood calcium was 8.35 mg. and the 
phosphorus 2.5 mg. per 100 cc. 

On October 21, the large tumor in the right side 
of the neck was removed along with the right lobe of 
the thyroid gland. The superior pole of the right lobe 
of the thyroid had been displaced upward behind 
the mandible making control of bleeding from this 
vessel difficult. Posteriorly, the tumor was adherent 
to the internal jugular vein. A tear in this vein, 
made on removal of the tumor, was closed with a row 
of silver clips. The right laryngeal nerve was seen and 
was not damaged. 

The patient’s convalescence was uneventful and she 
was discharged on the ninth postoperative day. She 
still had her original complaints. The blood calcium 
was 10.5 mg. per 100 cc. on the sixth postoperative 


FIG. 4 


(Case 2) Appearance of tumor after removal. 
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(Case 2) Section of tumor. 


day, and 11 mg. on the nineteenth postoperative day. 
The blood phosphorus determinations were 2.75 and 
3.9 mg. per 100 cc. on these days respectively. 

The specimen removed measured 9.5 by 8.5 by 6.0 
cm. and weighed 285 grams (Fig. 4). It was multinod- 
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ular and had a calcified center. On microscopic exam- 
ination the section showed dense nuclei with clear 
cytoplasm exhibiting many mitoses (Fig. 5). 
Comment. This patient exhibited a huge 
parathyroid carcinoma with hypocalcemia. 


Summary 


The first case is reported to emphasize the 
necessity for prompt surgical treatment in 
hyperparathyroidism. When hypercalcemia is 
found and a parathyroid tumor is suspected, 
emergency exploration of the neck and medi- 
astinum is indicated to prevent a sudden 
catastrophe. 

The second patient had a carcinoma of the 
parathyroid although it has not yet satisfied 
all the criteria (Rienhoff).1 The hypocal- 
cemia exhibited by this patient leads to 
speculation that the tumor may have sup- 
pressed the action of the other parathyroid 
glands. This is supported by the fact that the 
blood calcium and phosphorus returned to 
normal after removal of the tumor. The 
tumor was probably benign for many years 
and may have only recently become malig- 
nant. This is the twenty-fourth case of para- 
thyroid carcinoma and the largest tumor of 
the parathyroid yet reported. 


Reference 


1. Rienhoff, William F., Jr.: Diseases of the Parathyroid 
Glands, in Lewis’ Practice of Surgery, 1949, p. 63. 
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The Use of Radioiodine 1n 
the Cardiac Patient* 


HARRY T. HARPER, JR., M.D., STEPHEN W. BROWN, M.D., and 
IRENE F. LA MOTTE, M.D.,t Augusta, Ga. 


Radioiodine has had an increasing use in several clinical conditions. This series of 
papers summarizes present-day knowledge of its place in a variety of circumstances. 


SOONER OR LATER in the natural course of most 
cardiac patients with myocardial insufficiency, 
the time comes when they fail to respond to 
rest, digitalis, and diuretics. Such a patient is 
said to exhibit refractory cardiac failure. The 
same is true of patients with angina pectoris. 
Most of these develop refractory angina if 
they do not develop an adequate collateral 
circulation, or die of myocardial infarction. 
Frequently refractory congestive failure and 
refractory angina pectoris coexist in the same 
patient. A third major clinical syndrome 
which produces refractoriness is severe pul- 
monary emphysema with resultant cor pul- 
monale. The clinician has long been in search 
of some drug or procedure which would help 
the situation or rehabilitate the patient with 
refractory heart failure, refractory angina pec- 
toris, or refractory pulmonary emphysema 
with cor pulmonale. 

Any agent which could reduce the work of 
the heart by decreasing the body metabolism 
might help such a situation. Efforts have been 
made for years to accomplish this end by de- 
pressing the function of the thyroid gland. 
This is analogous to cutting down the ther- 
mostat of a furnace, thus reducing the con- 
sumption of fuel, and thus reducing the work 
of the furnace, thereby prolonging its useful 
life. By reducing the secretion of the thyroid 
gland, metabolism is decreased, reducing 
oxygen consumption (the fuel) and thus de- 
creasing the work of the heart (the furnace). 

In the “thirties” the thyroid gland was re- 
moved surgically in such patients. If they sur- 
vived the procedure most were benefited, but 
this was a serious operation in very ill pa- 


*Read before the Section on Radiology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

+From the Departments of Internal Medicine (Cardiology) 
and Radiology, Medical College of Georgia, Augusta, Ga. 


tients, and the mortality rate was high. There. 
fore it was not a procedure for widespread 
use and soon fell into disrepute. X-ray therapy 
had long been used in occasional cases to de- 
press the function of the thyroid, but the 
effect was unpredictable and side-effects dis. 
turbing. The use of antithyroid drugs, such as 
thiouracil, propylthiouracil and newer de- 
rivatives serves a useful purpose in selected 
cases, but the risk of toxic reactions is con- 
siderable in the dosage necessary to produce 
significant depression of the thyroid gland. 
In 1947, Blumgart his associates! 
pioneered in the use of radioactive iodine 
therapy for euthyroid refractory cardiac pa- 
tients. Other writers reported small series of 
patients treated similarly. All of this has been 
adequately summarized by Blumgart and his 
associates* recently. In this article they state 
that less than 5 per cent of patients with 
angina pectoris or congestive failure re- 
main disabled despite all available measures. 
In these 879 patients, 75 per cent with angina 
pectoris showed worthwhile improvement 
(excellent in a half and a good result in half). 
About 60 per cent having congestive failure 
were improved (excellent in 17 per cent and 
good results in 46 per cent). A recent report 
by Jaffé and associates* presents the most up- 
to-date and complete evaluation of the whole 
subject. These authors report 231 euthyroid 
patients having cardiac disease treated with 
radioiodine. Their course was followed from 
6 to 52 months. Patients with angina pectoris 
(94) showed excellent results in 56 per cent 
and good results in 37 per cent. Only 7 pet 
cent had no improvement. Of 78 patients with 
congestive failure, 53 per cent had excellent 
results, 28 per cent had good results, and 19 
per cent showed no improvement. Of 50 pa 
tients with combined congestive failure and 
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angina pectoris, 48 per cent showed excellent 
and 32 per cent showed good results; and 20 
per cent had no improvement. Thus, in their 
series, 93 per cent of angina patients, 81 per 
cent of congestive failure patients and 80 per 
cent of patients with combined conditions 
showed improvement classed as excellent or 
good. 

Blumgart’s classification has been used by 
Jaffe to catalogue the results. According to 
him (1) excellent improvement is defined as 
marked improvement over the pretreatment 
status, with either no recurrence of symptoms 
or marked decrease with resultant greater ac- 
tivity permitted. Many of these patients were 
able to return to work.? Good results present 
a definite decrease in severity and frequency 
of attacks, or the same activity as before the 
treatment, with ability to do much more with 
no increase in congestive failure or angina 
pectoris. 

Wolferth’s criteria* for the selection of pa- 
tients for treatment is useful: (1) The anginal 
syndrome is so severe that the patient is un- 
able to earn a living or to obtain adequate 
rest. (2) Response to a careful adequate med- 
ical regimen has been unsatisfactory. (3) Spon- 
taneous improvement is unlikely due to the 
duration of the condition. (4) No signs of 
hypothyroidism are present and a tracer dose 
of I'*! shows the uptake to be within normal 
limits. (5) The serum cholesterol level is not 
abnormally high. (6) The patient has demon- 
strated willingness to cooperate by adhering 
to a low-fat diet and abstaining from the use 
of tobacco to excess. 


Selection of Patients and Procedure 


Our patients were largely referred by a 
small number of private physicians to the 
University Hospital. They consisted of three 
main groups, those with refractory angina pec- 
toris, those with refractory congestive failure, 
and those with pulmonary emphysema (some 
with cor pulmonale). Details of the group 
with pulmonary emphysema have been re- 
ported by Gallaher, Hamilton and associates® 
of this institution. Twenty-six patients with 
crippling pulmonary insufficiency were 
treated. Excellent results were obtained in 39 
per cent, fair to good results in 42 per cent, 
and poor or no results in 19 per cent. In other 
words, 81 per cent of the series received either 
excellent, good, or fair results. The remain- 
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ing 19 per cent got little or no response. Here, 
as in the cardiac patients, anything which re- 
duces oxygen demand should result in im- 
provement. This group of patients is not 
included in this report. 
Description of Patients 

Refractory angina pectoris 29 
Refractory congestive failure 55 
Cor Pulmonale (due to pulmonary 

emphysema) 5 
Total 89 

All patients had received adequate medical 
prescriptions and had become nonresponsive. 
Most of them had “reached the end of their 
rope” and were considered truly refractory. 
A tracer study was carried out and all but 8 
were considered euthyroid (15 to 45 per cent 
uptake). These 8 were considered to have 
slightly hyperactive glands. Treatment usually 
consisted of a single dosage of I'*! averaging 
15 millicuries. Follow-up studies at 3 month 
intervals were done to determine the need for 
subsequent treatment. These patients have 
been followed for six months to three years. 
The optimal basal metabolic rate to be pro- 
duced is probably from minus 20 to minus 25 
(Blumgart).' If undesirable symptoms of 
myxedema are produced, enough thyroid sub- 
stance (usually 6 to 12 mg. daily) is given to 
elevate the B.M.R. to this level or to just re- 
lieve the undesirable symptoms. 


Analysis of Cases 


Total number of cases 89 
Number died before two months 12 
Lost to follow-up 5 
Corrected number of patients 72 


The average age of the patients was 59 
years, the youngest being 27 and the oldest 
being 78 years of age. There were 59 males 
and 30 females. 

Results on corrected group, leaving out 
those who died within two months and those 
lost to follow-up are shown in tables | and 2. 


Comments 


Our results roughly approximate those men- 
tioned before. 


Several points may be mentioned as a re- 
sult of such a study. It is inadvisable to wait 
too late to carry out treatment. In several in- 
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TABLE 1 


or 
Number Number PerCent Number PerCent Number Per Cent Number Number 


Excellent 
Refractory angina pectoris 29 17 
Refractory congestive failure 55 23 
Cor pulmonale 5 2 


*Patient died before two months observation. 


Good Po 


Lost Died* 


8 29 1 3.7 2 1 
13 23.6 6 14.3 3 10 
2 40 0 0 0 l 


TABLE 2 


Number Per Cent Developed Myxedema 


Excellent 42 60 8 
Died ll 

Good 23 31 2 
Died 10 

Poor or not improved 7 9 

Died 6 


stances patients died before the therapy took 
effect. One does not wish to institute treat- 
ment of this type as long as the patient re- 
sponds to conventional therapy, but one must 
seize the optimal time and begin treatment 
before the patient is moribund. 


The dosage should be adequate. In com- 
paring our dosage with that advocated by 
others, we believe that our dosage has been 
too small and that the dosage advocated by 
Jaffe* would be preferable. It is better to err 
on the side of overdosage with control of the 
resulting myxedema by appropriate doses of 
thyroid substance, than it is to give too little 
and have to repeat treatment at intervals. Our 
poorest results were in the patients who re- 
ceived “‘too little too late.’” One patient who 
received 40 mc. in a single dose developed 
thyroiditis, but the eventual response was sat- 
isfactory. In our experience with the patients 
with pulmonary emphysema, reported by 
Hamilton and associates, we used 25 mc. in 
a single dose and did net ex:counter difficulty 
with thyroiditis, and found the response to be 
usually adequate. 


Although a high percentage of patients 
with excellent results have died, their lives 
were made much more livable and the ther- 


apy was considered worthwhile. It is felt that 
treatment with produces as effective re. 
sults as any surgical method reported to date 
and without mortality. 


Summary 


Excellent results were obtained in 58 per 
cent of 29 patients having refractory angina 
pectoris by I'*! therapy. Good results were 
obtained in 28 per cent, and poor results in 
14 per cent. In 55 cases of refractory con- 
gestive failure, excellent results were obtained 
in 42 per cent, good results in 23.6 per cent 
and no results in 34.4 per cent. These effects 
are comparable with those previously reported 
from other clinics. 


A plea is made for the administration of 
adequate initial doses of I'! and tor use of 
this drug as soon as refractiveness of the 
cardiac state is recognized. 

This represents an effective addition to our 
armamentarium against angina pectoris and 
congestive failure. 
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The Use of Kadioiodine in the 
Hyperthyroid Patient’ 


WALTER H. CARGILL, M.D.,t Atlanta, Ga. 


JHE INTRODUCTION OF A NEW CURE for an old 
disease is usually attended by controversy. 
This is especially true if the treatment of the 
disease has long been considered as falling 
within the domain of a particular branch of 
the medical profession. For many years the 
surgeon’s knife has been regarded as the 
answer to the problem of hyperthyroidism. 
But the knife sometimes slips, and hemor- 
rhage, hoarseness and hypoparathyroidism 
ensue. The internists also have proposed an 
answer: pills which paralyze the thyroid 
gland. But the pills are not perfect; all too 
often the paralysis is only temporary, and the 
gland continues to secrete its juices in ab- 
normal amounts. 


A third method for suppressing the ab- 
normal activity of the thyroid is to destroy 
its cells by ionizing radiation. External ir- 
radiation has proved to be generally unsatis- 
factory, although useful in certain selected 
cases. With the production of radioactive 
iodine in the late 1930's, the placement of 
the source of radiation into the gland itself 
became feasible. Early studies (1941 to 1946) 
were done with I'°, produced by the cyclo- 
tron and, although necessarily experimental 
in nature, showed definite promise of thera- 
peutic efficacy. Since 1946 I'31 produced in 
the pile has become available in increasing 
quantities, and considerable clinical experi- 
ence has been obtained and reported. There- 
fore it is now possible to evaluate the useful- 
ness of radioactive iodine in the treatment of 
hyperthyroidism. 

Radioiodine therapy offers many distinct 
advantages, the most obvious being its sim- 
plicity. The patient drinks a small cup of 
tasteless, odorless liquid, and, except for cer- 
tain precautions as to the disposal of the urine 
and proximity to other people, the treatment 


*Read before the Section on Radiology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 
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is complete. Hospitalization is advised so that 
the precautions may be carefully observed, 
but is not absolutely necessary. 

The cost to the patient must also be con- 
sidered in comparing different types of treat- 
ment. A therapeutic dose of radioiodine may 
be procured by the physician or hospital for 
approximately twenty-five dollars. Even after 
various service charges are added the total 
cost should be small as compared to that of a 
thyroidectomy or the prolonged administra- 
tion of thiourea derivatives. 


In the dosage range usually employed (2 to 
25 millicuries) thyroiditis is almost unknown, 
and the only complication to be feared is the 
development of hypothyroidism. The ideal 
aim of treatment is, of course, an approxima- 
tion to the euthyroid state. It must be ad- 
mitted that this can be more readily achieved 
by the surgeon, who is able to estimate with 
accuracy the amount of thyroid tissue which 
he removes. Perhaps the chief disadvantage of 
radioiodine therapy as a routine procedure is 
the fact that the dosage required to produce 
a “subtotal thyroidectomy” cannot be ac- 
curately determined. Theoretically, the total 
amount of @ radiation concentrated within 
the gland (assuming homogeneous distribu- 
tion) should correlate with the clinical re- 
sponse, but this has not proved to be true in 
practice. A dose as high as 13,600 rep failed 
to produce a clinical response,’ whereas a dose 
of only 2,690 rep resulted in myxedema.” To 


TABLE 1 


INCIDENCE OF HYPOTHYROIDISM FOLLOWING 
RADIOIODINE THERAPY 


Number of Number Per Cent 
Source Patients Hypothyroid Hypothyroid 
Seed and Jaffé 257 28 10.9 
Werner? 146 12 8.2 
Larrson* 361 44 12.2 
Chapman and Maloof* 520 42 8.1 
Ward, Skillern and Cook® 332 32 9.6 
Miscellaneous 1835 162 8.8 
Total 3451 320 9.3 
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one familiar with the pleomorphism of the 
normal thyroid, to say nothing of the varie- 
gated microscopic picture seen in hyper- 
thyroidism, this lack of uniform response to 
radiation is understandable. Also, the distri- 
bution of radioiodine within the thyroid is 
far from being homogeneous, as has been 
demonstrated by autoradiography. 

It may be seen from table 1 that the inci- 
dence of hypothyroidism in different clinics 
is approximately the same, although widely 
varying methods for estimating dosage were 
employed. It appears that approximately 9 
per cent of patients treated with radioiodine 
may be expected to develop hypothyroidism. 


The specter of ultimate malignancy always 
arises when a source of ionizing radiation is 
introduced into the body. For this reason 
many clinics restrict the use of radioiodine to 
patients over forty years of age. Only time will 
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provide the answer to this question. 

Radioiodine therapy is contraindicated 
after the fourth month of pregnancy. It is also 
generally agreed that patients with nodular 
goiter are best treated surgically unless the 
operative risk is too great. 


In summary, radioactive iodine has been 
proved to be of value in the treatment of 
hyperthyroidism, the chief objection to its use 
being the difficulty of estimation of proper 
dosage. 
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Communication of Information: 


THE ACCOMPLISHMENTS IN MEDICAL SCIENCE 
during the past few decades have been im- 
pressive. Some claim that progress made in 
medicine during the past 100 years exceeds 
by far the accomplishments in the medical 
field during the previous 5,000 years. How- 
ever, concern has been expressed over the fact 
that nearly all the progress in the health 
fields has evolved from applied research 
which depends upon previously established 
fundamental knowledge; that very little is be- 
ing done to replenish our resources in basic 
scientific understanding. Indeed, in a recent 
address, Saunders! stated that not a single 
major fundamental contribution to science 
has been made in almost a generation. 

In spite of this provoking criticism of the 
nature and character of research being pur- 
sued today, there is no doubt that research is 
basking in the sunshine of public acclaim and 
is being favored with unprecedented support. 
The rapid increase of financial support of re- 
search within the past two decades is one of 
the outstanding social phenomena of the mid- 
century period. Just what ultimate effect this 
striking development will have, where, when, 
and how it will be manifested remains to be 
seen. 

Both the pattern and volume of financial 
support for research have undergone re- 
markable changes in recent years.2 These 
changes stem from the awakening and active 
interest of the government in this promising 
field of endeavor. According to reports the 
government is now supporting 60 per cent of 
all research. Within a period of 12 years 
(1941-1952) the government increased its giv- 
ing to general research from 370 million to 
2,240 million dollars. During the same 
period the government increased its support 
of medical research from 3 million to 73 mil- 
ion dollars. Industry has also been a generous 
supporter of research, though it is apparent 
that much of its investigative effort is closely 
related to commercial enterprises. Be that as 


Renntinman's Address, read before the Section on Public 
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ing, Washington, D. C., November 12-15, 1956. 


KIRK MOSLEY, M.D., Oklahoma City, Okla. 


it may, industry’s support of research ranks 
close to that of the government and far sur- 
passes that from other groups. With so much 
of the financial support coming from govern- 
ment and industry, the emphasis on applied 
research is at least understandable, if not 
wholly desirable. Will this increased emphasis 
in applied research have far-reaching effects 
and bring about changes in cultural and other 
fields completely unrelated to the research 
laboratory? Warren® points out that scientific 
developments are never simple in their effects 
upon society. Reference is made by Warren 
to the view of Lord Bertrand Russell who 
felt that it was the invention of the cotton 
gin which, by modifying basic economy of this 
country, created a situation culminating in 
the War Between the States. 

The purpose of this discussion is to focus 
attention on one of the problems which is 
growing rapidly in significance as the result 
of the magnified impetus recently given to 
applied research. This is a problem of com- 
munication of information. As scientific data 
are amassed, as technics, procedures, and de- 
vices are perfected, there remains the crucial 
need of communicating the essential informa- 
tion about the new developments and discov- 
eries to those professions and technicians re- 
sponsible for translating research results into 
services to the public. 

This serious problem of communication of 
information is complicated by an almost over- 
whelming wave of students who will soon be 
crowding the halls of institutions of higher 
learning. Great concern has been expressed 
about the difficulties facing educational in- 
stitutions in accommodating this wave of stu- 
dents.* Several impressive studies have been 
made on this subject. While this concern is 
fully justified, recognition must also be given 
to this additional major problem of chan- 
neling the constantly enlarging mass of new 
information from research laboratories to 
groups and professions already serving society. 
The collegiate degree, in certain respects, will 
tend to have less and less significance as rapid 
advances through applied research quickly 


617 

57 
ed 
Iso 
lar 
he 
en 
of 
Ise 
eT 
dio- 
per- 
955. 
per- 
ner- 
oxic 
nol. 
udy 
for 


618 SOUTHERN MEDICAL JOURNAL 


outmode the course content of many subjects 
and antiquate many concepts considered valid 
at the time the degree was conferred. On the 
other hand, rapid changes and developments 
in nearly all fields of endeavor will greatly 
magnify the responsibilities and opportunities 
of extension divisions of universities and col- 
leges. 

The same problems of communication of 
information are confronting the professional 
educational institutions, particularly those 
concerned with the medical sciences. Several 
medical schools have expressed dissatisfaction 
with their present curriculum and have made, 
or are in the process of making drastic changes 
in methods, procedures, and technics in teach- 
ing and organizing courses.® Every school has 
the problem of introducing new areas and 
subjects into the curriculum. There is the ever 
present struggle of keeping abreast with ad- 
vances and new developments without over- 
crowding the curriculum with hours and 
courses. This problem is likely to become 
more acute and be the source of anguish to 
individual instructors as well as departments 
as Classical teaching patterns yield to the pres- 
sure of changing emphasis and new concepts. 
For example, in a recent study it was discov- 
ered that in 35 medical schools there was very 
little, if any, instruction on radioisotopes and 
their medical uses. Expanded teaching on 
this subject means decreased emphasis some- 
where else. Developments from applied re- 
search will create new environments and new 
hazards as well as new methods of attack on 
disease and disability.7 Obviously schools of 
medicine can never consider the possibility of 
a fixed or stable curriculum. 

Communication of information as empha- 
sized in the continuing education of the prac- 
ticing physician is receiving more and more 
emphasis. A stream of reports, articles and 
proceedings are literally swamping the pro- 
fession with the publication of over 1,400 
journals, bulletins, and other periodicals. 
Other methods of communication of informa- 
tion through meetings, seminars, symposia, 
conferences, staff meetings, as sponsored by 
educational institutions, societies, health or- 
ganizations, commercial firms, are over- 
whelming the average physician. Certainly it 
provides him with a choice in type, variety, 
and content. However, the average physician 
has only so much time to devote to his con- 
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tinuing education and training. To assure 
the best use of this time careful evaluation 
of medical literature and discernment in at. 
tending meetings and programs are becoming 
more essential on the part of each physician, 

There is still need, however, for more bold 
experiments in methods and technics of com. 
municating information to the practicing 
physician. An example of such an experiment 
is the one initiated by New York University’s 
Post Graduate School whereby a “traveling 
university” offers accredited courses outside 
of the school facilities to groups of doctors, 
such as local hospital staffs and local medical 
societies. Another significant development 
along this line is the requirement for phy- 
sicians who are members of the Academy of 
General Practice to receive 150 hours of train- 
ing each three year period. Fifty of these 
hours must be spent in attending programs 
approved by the Academy. It will be interest. 
ing to see if other professional groups such as 
specialty boards or academies follow this pat- 
tern, or if the Academy of General Practice 
makes any modifications in their present re- 
quirements for membership. 


The expansion of knowledge in medical 
sciences through intensified applied research 
has greatly enlarged the need for channels to 
deliver health services to the public. Steady 
pressure is mounting to increase the number 
of graduates from medical schools. Specializa- 
tion is becoming more popular both in vol- 
ume and in variety. Sub-specialties are as- 
suming the stature of separate entities, be 
coming more and more distinct from the 
parent board. Along with this trend for more 
better trained and more highly specialized 
physicians, the paramedical field is likewise 
becoming more specialized with the develop- 
ment of new categories and specialties. Many 
of these paramedical groups are of compata- 
tively recent origin and some have only a 
tenuous relationship with organized medicine, 
although their activities and functions are 
often clearly related if not actually directly 
concerned with health services and medical 
care. These health service groups include 
clinical psychologists, physical therapists, 
psychiatric social workers, corrective thera 
pists, nursing home operators, health physi: 
cists, nutritionists, rehabilitation councilors, 
and many others. 


The mass and variety of potential health 
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benefits and medical services unveiled by ap- 
plied research and being released to the pub- 
lic through the medical and paramedical 
fields magnify the problem of communica- 
tion between disciplines and professions. This 
interdiscipline communication is essential to 
assure that the public profits from advances 
in science to the greatest possible degree. How- 
ever, the rendering of service to the public 
usually brings up the question about the line 
of demarcation between the medical pro- 
fession’s sphere of activity and responsibility 
and that of the paramedical fields. In general, 
this line is constantly changing with the med- 
ical profession tending to be occupied with 
the more complicated and highly specialized 
services and thereby relinquishing certain 
services formerly performed only by _phy- 
sicians to the appropriate paramedical group. 
For instance, nurses remember when they 
were not allowed to take a blood pressure or 
draw blood. Now one hospital is considering 
making deep suction of air passageways a 
routine nursing procedure. The uncertainty 
about the line of demarcation can be removed 
by full communication and understanding. 
Walls and barriers between groups must not 
be allowed to develop; trust and respect must 
be fostered and nurtured. Proper type of re- 
lationship is possible when mutual under- 
standing has been established and is main- 
tained. 


The medical profession has traditionally as- 
sumed a deep moral obligation to the public 
in striving to assure that high standards are 
observed in every phase and aspect of health 
promotion and medical care. This concern 
and attitude might best be expressed by en- 
couraging and implementing in every way 
possible the endeavors of paramedical groups 
to attain higher standards and develop lead- 
ers of stature within their own groups. One 
of the best ways of expediting such growth 
and development is by assisting in the con- 
tinuing education of paramedical groups in 
every way possible. The continuing educa- 
tion of paramedical groups becomes more 
significant since in many instances results of 
the present program of intensified applied 
research may be translated into services to the 
public most appropriately through these disci- 
plines. Here again educational institutions 
through their extension divisions have a chal- 
lenge to meet this need and to establish a 
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broad channel for the free flow of information 
from research laboratories to the various pro- 
fessional and technical groups. 

Leaders, administrators, policy makers and 
other high level planners of educational in- 
stitutions and other agencies concerned with 
the broad field of providing means and facil- 
ities for distribution of knowledge and en- 
lightening professional groups should make a 
careful study of the import of the rapidly 
accelerating activity in applied research. 
Leaders in education need to come to grips 
with the over-all problem of how to channel 
effectively and efficiently the many advances 
of modern scientific effort to professional and 
technical groups for translation into benefits 
to the public.* Identifying and resolving the 
barriers to communication of information is 
one of the major challenges to research today 
and will require imagination and boldness in 
designing the scientific approach to this prob- 
lem. One question that may be asked is, are 
horse and buggy methods of communicating 
information being used to implement the 
utilization of jet age discoveries and inven- 
tions? 


Among the major institutions deeply in- 
volved in both promoting applied research 
in medical and health fields and providing 
means and facilities to channel the results to 
the public is the Public Health Service. Activ- 
ity of the Public Health Service in medical 
research has grown steadily and financial sup- 
port for this aspect of its program has in- 
creased remarkably in recent years.$ The last 
Congress appropriated to the National In- 
stitutes of Health, the main research branch 
of the Public Health Service, more money 
than requested and provided from 20 to 40 
per cent more funds to the several institutes 
than were spent in the previous year.® Pro- 
graming the use of funds for research is one 
of the major responsibilities of the Public 
Health Service. This task receives the thought, 
time, and effort in accordance with its signifi- 
cance. 


The Public Health Service has a growing 
interest and concern in education and train- 
ing in health and medical fields. The extent 
of this interest may be judged in part from a 
recent publication’ which summarizes its ex- 
penditures in certain broad categories includ- 
ing grants for training. Funds for this purpose 
have been increasing in recent years and for 
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the current year approximately 28 million 
dollars have been appropriated for trainee- 
ships and training grants. In view of the large 
amount of funds involved and the responsi- 
bility in their utilization, training and edu- 
cational efforts of the Public Health Service 
require the same high level of planning and 
programing as the research activities. Plan- 
ning and coordination become more essential 
as information developing through scientific 
research leads to the introduction of new 
health programs and expansion of services in 
the established ones. Each new program and 
expansion places an added demand on com- 
munication channels and facilities for im- 
parting the necessary knowledge and develop- 
ing the required skills. 

As training assumes more of a major role 
in the initiation, development, and expansion 
of public health programs, there will be an 
increasing need for orderliness in its planning, 
administrative skill to promote its effective 
utilization and technical ability to make train- 
ing efforts as productive as possible. These 
guide lines are essential to assure that the 
greatest good may be accomplished for the 
time, effort, and money being expended in 
this vital activity. In this connection, state and 
local health departments are facing a problem 
of having employees called away from their 
duties at frequent intervals to attend short 
courses, seminars, conferences and other types 
of training programs. This problem has pre- 
sented the need for a coordinated program at 
the state level with skilled and competent per- 
sonnel to plan and direct training activities. 
The changing problems and programs in pub- 
lic health have given added impetus to this 
growing need. In short, there is a serious need 
for research in training methods and _pro- 
cedures. 


Communication of information is an ever- 
lasting task, but not one which automatically 
produces good results by continually using 
the same technics, devices and being guided 
by the same standards and criteria. Standards 
and criteria are essential to assure, among 
other things, quality of the information im- 
parted, proficiency in teaching ability, and 
adequacy of facilities. From time to time, the 
basic purposes served by having criteria and 
standards become overly dependent upon 
methods, technics, and concepts which with 
the passing of time actually serve as barriers 
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to the free flow of information and impede 
efforts to widen the channels of communica. 
tion. These remarks are not intended to sug. 
gest a lowering of or elimination of criteria 
or standards by institutions, or other organ. 
izations responsible for education and train. 
ing, but to suggest a re-evaluation of the ob. 
jectives and goals for which standards and 
criteria were established and weigh them in 
light of changing requirements and current 
conditions. In a recent address Cole,” Aca. 
demic Vice-President of Tulane University, 
pointed out the need for changes in present 
patterns of higher education, the necessity for 
re-evaluation of accepted conclusions about 
what is basic to various fields of knowledge. 
The need for flexibility expressed by Cole 
applies also to professional and technical edu- 
cational patterns including those pertaining 
to the various public health fields. 

The responsibilities already placed upon 
the public health profession, plus the antici- 
pated new programs and services make im- 
perative a realistic appraisal of (1) the re. 
cruitment situation in all the disciplines of 
public health and (2) the effectiveness of pub- 
lic health programs in meeting current prob- 
lems and providing services pertinent to mod- 
ern society. Communication of information 
has a direct bearing on both of these prob- 
lems. An earnest effort needs to be made to 
enlist the aid of all organizations, agencies, 
and institutions to promote both recruitment 
and training. Consideration might be given 
to launching an aggressive recruitment pro- 
gram for medical personnel through depart- 
ments of preventive medicine, nurses through 
schools of nursing, engineers through colleges 
of engineering, and sanitarians through appro- 
priate departments of liberal arts colleges. 
These same departments and schools may also 
be interested and willing to consider some 
additional phase of training which will enable 
the various public health disciplines to main- 
tain their competency in the changing re- 
quirements of the public health field. 

Summary. The enormous interest in ap- 
plied research has brought about many modi- 
fications in our way of living, particularly as 
it relates to health and medical services. New 
technics, procedures, concepts, as well as new 
disciplines, are emerging in rapid procession 
as the result of applied research. To exploit 
as fully as possible the benefits of applied re 


i 


search communication of information is es- 
sential. Some of the problems of communica- 
tion of information confronting disciplines 
engaged in rendering health and medical 
services have been identified and discussed. 
Suggested solutions to these problems have 
been offered in this paper. 
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Radioactive Isotopes in Medicine: 


HOWARD L. ANDREWS, Ph.D.,+ Bethesda, Md. 


The author briefly reviews the areas in medicine in which radioactive 
isotopes have found a place either in diagnosis or treatment. 


SOME TWENTY YEARS AGO the medical profes- 
sion had at its disposal two main sources of 
radiation: x-rays at voltages up to 250 kilo- 
volts, and radium and its daughter products. 
Therapy was limited by the absorption of the 
250 kilovolt radiation which resulted in a 
high entrance dose when an effective amount 
of energy was delivered to a deep lesion. The 
gamma ravs from radium were more penetrat- 
ing but large sources were not available so 
treatment was limited to implants of needles 
in limited areas. 


In diagnosis radiation was used at energies 
of 70 to 150 K.V. for radiographs and fluor- 
oscopic examinations. Radioactive tracing as 
we know it today was nonexistent. The only 
radioactive isotopes then available were lead, 


bismuth, polonium, and other members of the 
uranium series. There was little interest in 
the metabolic fate of these elements for they 
appeared to play very minor roles in normal 
physiologic processes. 


Today the physicist has made available ac- 
celerators capable of imparting to charged 
particles energies up to two billion electron 
volts. Betatrons and synchrotrons produce 
electron beams with energies up to perhaps 
300 million electron volts thus making avail- 
able either penetrating electron beams or ex- 
tremely hard x-rays. Other types of machines 
accelerate heavy particles such as protons or 
deuterons. These produce needle-sharp beams 
of intensely ionizing radiation. 

As high-energy accelerators were de- 
veloped it became possible to make radio- 
active isotopes in appreciable quantity and 
this opened up vast new fields in therapy, 
diagnosis, and research. A hitherto unknown 
particle, the neutron, became available for 
treatment of neoplastic disease. When prod- 


*Read before the Section on General Practice, Southern 
Medical Association, Fiftieth Annual Meeting, Washington, 
D. C., November 12-15, 1956. 

+From the National Cancer Institute, National Institutes 
of Health, Public Health Service, U. S. Department of Health, 
Fducation, and Welfare, Bethesda, Md. 


ucts of nuclear reactors became widely ayail. 
able in quantities hitherto undreamed of, it 
seemed that great advances on all medical 
fronts would follow rapidly. 

Radioactive isotopes of every element ex. 
cept helium were produced. With such a wide 
variety of available active elements it ap. 
peared that the therapists’ goal of delivering 
massive radiation doses to selected areas with 
a negligible irradiation of normal tissue might 
be realized. New diagnostic procedures using 
tagged compounds appeared feasible, and the 
possibilities in medical research could scarce. 
ly be imagined. 

It is still too early to assess fully the clinical 
results obtained with isotopes now available, 
and to weigh therapeutic successes against 
the possibility of producing irreversible radia- 
tion injury. This audience knows only too 
well the time required to amass significant 
statistical evidence in this field. A complica- 
tion arises from the fact that moderate over- 
exposures to radiation may produce no un- 
toward effects for 20 or 30 years. Isotopes were 
first used in therapy in 1942 and then only 
in a small quantity, so it is still too early to 
obtain a clear picture of the results of the 
administration of isotopes. 

Some patterns are emerging and today we 
have a much clearer idea of the potentialities, 
both good and bad, than was possible a few 
years ago. In general, it is fair to say that 
radioactive isotopes have not been the boon 
to medicine that was expected or at least 
hoped for. Some technics have proved ex: 
tremely useful and others will undoubtedly 
be developed in the future. 


Isotopes in Therapy 


Cobalt-60 is the man-made isotope most 
widely used in teletherapy. Since the half 
life is only 5.3 years, exposure times must be 
frequently corrected or the source strength 
maintained by the addition of more material. 
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The gamma radiations from Co® have an 
energy of about 1.2 Mev so there is no es- 
sential difference between these radiations 
and those from radium or radon. The most 
siking advantage of Co™ lies in its cost 
which may be as low as $2 a curie, to be com- 
pared with about $20,000 a curie for radium. 
In the event of an accident to a radium con- 
tainer dangerous amounts of radon gas may 
be released into the atmosphere, while Co® 
is, of course, a metal or a salt, and hence not 
likely to become air-borne. 

Cesium-137 is a source whose therapeutic 
usefulness is yet to be determined. The radia- 
tions (0.66 Mev gammas) are softer than 
those from Co* but the 33 year half life is 
favorable and costs are not excessive. Irid- 
ium-192 has a complex radiation output rang- 
ing up to 0.6 Mev. Its half life of only 74 days 
appears to limit its use to special applications. 

When isotopes of nearly every element be- 
came available there seemed good reason to 
believe that internally introduced radioactive 
materials would permit the selective irradia- 
tion of various body organs or systems. Today 
iodine is the only element commonly being 
used because of its particular metabolic 
properties and its tendency to concentrate in 
a specific organ. The use of I'*!, the most 
commonly used isotope, in the reduction of 
hyperthyroidism is too well known to require 
extended comment. Even in the case of iodine, 
thyroid uptake is not always as complete as 
is desired, and it may be necessary to deiodin- 
ate the patient by withholding of iodine or 
by the administration of thiourea derivatives. 

A more recent application of I'*! has been 
to induce hypothyroidism in selected cases of 
intractable angina pectoris and congestive 
failure. By reducing the total metabolism of 
the body, systemic circulatory requirements 
can be brought within the cardiac reserve, so 
that patients can maintain a comfortable ex- 
istence at reduced activity. The best results 
have been obtained with relatively small doses 
of I. The onset of clinical improvement 
appears from 2 to 6 months after initiation of 
therapy without the hazard associated with a 
more sudden ablation of the thyroid. 

At the opposite extreme from iodine, radio- 
active colloids have been used in increasing 
amounts, their usefulness depending upon an 
almost complete lack of metabolic specificity. 
Various radiation patterns can be obtained 
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by varying the route of administration, and 
the size of the particles in the suspension. 
Gold-198 is the isotope most commonly used 
in colloid therapy but there is increasing in- 
terest in some of the rare earths such as Y°° 
and Lu'* which form colloids in the body 
after injection in soluble form. 


When colloids are injected interstitially 
they tend to remain near the site of injection, 
perhaps by absorption on cell surfaces. Some 
of the colloid is rapidly phagocytized and car- 
ried to lymphatic channels and if properly 
controlled this might be a real advantage. Be- 
cause of a lack of specificity a complete in- 
jection of neoplastic tissue is required, a re- 
quirement that can seldom be met. 

The injection of radioactive colloids into 
body cavities has been successfully used for 
the control of pleural effusions and ascites. 
In intracavitary administration most of the 
colloid remains in the cavity. 


Intravenously administered colloids are 
rapidly concentrated reticuloendothelial 
tissue and this property was promptly adapted 
to isotope therapy. While it appears that 
much of the colloid therapy is palliative, there 
are some hopes for more permanent results. 
Gold-198 has been used in various forms of 
leukemia and Hodgkin’s disease and remis- 
sions of up to 18 months are reported. 

Radioactive phosphorous was the first 
radioactive isotope used in therapy. It was 
expected that this isotope would be concen- 
trated in the nuclei of rapidly growing cells 
and this, together with the fact that leukemic 
cells are somewhat radiosensitive, formed the 
therapeutic rationale. Early hopes have not 
been realized and P** treatment of leukemias 
has been largely superseded by the radioactive 
colloids. At the present time the use of radio- 
active phosphorous is almost restricted to the 
treatment of polycythemia vera, where it is 
probably the treatment of choice, and to pal- 
liation in plasma cell myeloma. 


Isotopes in Diagnosis 

Radioactive isotopes have found a large and 
increasing use in a wide variety of diagnostic 
procedures. Perhaps the simplest use is the 
determination of various body spaces such as 
blood plasma, lymph, or cerebrospinal fluid 
space. Thus, labeled NaCl can be injected 
and the appropriate samples taken at any de- 
sired times following administration. Rela- 
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tively small samples are usually sufficient and 
hence a series can be taken to determine the 
time course of mixing and elimination. Typi- 
cal elements used are: Na, K, Ca, Sr, Cl, Br, 
and I, P as Po,, and Cr as CoO,. The recently 
available hydrogen isotope, tritium, has made 
possible determinations of body water by 
radioactive counting methods. 

Some isotopes tend to concentrate in neo- 
plastic tissue and have proved useful in diag- 
nosing and locating intracranial tumors. 
Radioactive P*? has been used in the localiza- 
tion of intra-ocular tumors but it appears that 
greater resolution can be obtained with posi- 
tron emitters, produced in accelerators such 
as the cyclotron. In the emission of positrons 
the positive electron is annihilated with the 
simultaneous production of two oppositely di- 
rected gamma rays. By counting these two 
radiations with modern coincidence methods 
the effects of extraneous radioactive material 
can be reduced, and more accurate localiza- 
tions obtained. 

At the Geneva Atoms for Peace Conference, 
Brownell and Sweet reported a series of over 
200 tumor cases studied with the positron 
emitter As**. Best results were obtained with 
meningiomas where 32 out of 33 lesions were 
correctly diagnosed. The one case missed was 
a 6 gram tumor. Two of the tumors were diag- 
nosed in the face of normal arteriography 
and pneumography and the As** findings were 
of utmost importance in leading to early sur- 
gery. The next best results were obtained with 
glioblastomas where 6 of 65 were missed. The 
method appears to be most useful for tumors 
of the cerebral hemispheres. Its effectiveness 
falls off with deep-seated lesions but many 
of these can be adequately determined by 
pneumography. 

Radioactive iodine, such as I'*! is, of course, 
the isotope of choice for the study of thyroid 
carcinoma. Uptake of iodine may be stimu- 
lated by the prior injection to TSH. With 
somewhat more than tracer doses of I! 
metastases can be visualized. 

Tests of thyroid function with I'%! probably 
represent the most common isotopic pro- 
cedure used today. Measurements made by ex- 
ternal counting methods a few hours after 
administration give a measure of the ability 
of the thyroid to pick up iodide ions. A sim- 
ilar measure some 24 hours later shows the 
ability of the gland to store iodine as thyroxin. 
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A determination of protein bound iodine jp 
the plasma at 24 hours gives a measure of the 
secretion of thyroxin into the blood stream, 
Thus the administration of a single small dose 
of radioactive iodine permits the easy de. 
termination of factors scarcely obtainable jp 
other ways. 


Future Possibilities 


Radioactive isotopes and man-made sources 
of high energy have made important contri- 
butions to medicine but the most valuable 
applications lie ahead. A few future possibil. 
ities may be mentioned. Work already jin 
progress is attempting to increase the local 
radiation dose to tumor tissue by the use of 
neutrons and injected boron compounds. 
This utilizes a nuclear reaction in which the 
incoming neutron causes the ejection of an 
alpha particle from the boron nucleus. The 
alpha particle produces a dense ionization, 
and hence destruction, over a path of a few 
microns. Attempts to obtain an increased con- 
centration of boron in tumor tissue have so 
far been only moderately successful. The bio- 
chemical behavior of boron is not well under- 
stood and it appears quite possible that future 
work may reveal some compounds of greater 
usefulness. 


Continuous investigations into the pharma- 
cologic actions and metabolic fates of many 
and probably unusual types of compounds 
must be continued in the hope of finding dif- 
ferential concentrations between healthy and 
diseased tissues. If such compounds can be 
found, it should be possible to synthesize 
them with radioactive isotopes and hence ob- 
tain localized irradiations of the type now 
done with I!%! in the thyroid gland. The 
present outlook for such compounds may not 
be good, but the stakes are high and the game 
seems well worth playing. 

One can scarcely speculate about the future 
contributions to medicine to be expected from 
the use of radioactive isotopes in basic re 
search. These isotopes are being used in al- 
most every facet of biological research and it 
is not possible to put an immediate value on 
a scientific fact discovered, or a measurement 
made more accurately or expeditiously. 

At the Geneva Conference Aebersold re 
ported that over a 9 year period Oak Ridge 
National Laboratory had made almost 72,000 
isotope shipments totaling about 79,000 curies 
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of activity. These figures may be put in per- 
spective by recalling that the world supply of 
separated radium is probably about 1,500 
curies. Cobalt-60 led the list in the number of 
curies shipped, because of the large quantities 
used in teletherapy installations. Iodine was 
the most frequently used element, 27,600 ship- 
ments, with phosphorus next with 16,100 ship- 
ments. 

The diligence with which radioactive iso- 
topes are being applied to medicine and allied 
fields is shown by the large number of publi- 
cations. Aebersold lists over 7,100 articles dur- 
ing the period 1951-1954 dealing with reactor- 
produced isotopes alone. 

Bigness does not always insure usefulness 
but in this case the figures are probably a 
significant index to the contributions made 
by a new industry to a better way of life. It 
is gratifying to note that the greatest interest 
has been displayed in medicine and its allied 
sciences. 


Discussion (Abstract) 


Dr. Joseph B. Workman, Baltimore, Md. First, let 
me congratulate Dr. Andrews on his fine presentation 
of a difficult subject. It must be especially difficult 
for the physicist to express himself in terms under- 
standable to the average man, however, I believe Dr. 
Andrews has done it here today. 


From the point of view of the clinician, the number 
of radioisotopes useful in the practice of medicine, 
are still woefully small. Not long ago, an authority 
in the field stated that within a few years most com- 
munity hospitals of 250-300 beds will be using some 
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radioisotopes for diagnosis or therapy. At present, the 
majority of radioisotopes are still restricted to the 
larger medical centers in this country, chiefly because 
of the expense of the necessary electronic counting and 
recording devices. 

During 1955, the Division of Radioisotopes of the 
University of Maryland School of Medicine and Uni- 
versity Hospital performed 1,025 radioactive iodine 
tracer tests of thyroid function; 140 scintigram pat- 
terns of the thyroid gland using amounts of 1131, In 
addition, 136 cases of hyperthyroidism, 21 thyroid 
carcinomata and 18 euthyroid cardiacs received 
therapy amounts of radioactive iodine. There is little 
wonder that [131 leads the list of isotopes used in 
clinical medicine. 

I would like to take issue with Dr. Andrews con- 
cerning one minor point, that is the use of titrated, 
spaced therapy of chronic leukemia with radioactive 
phosphorus. We have continued to treat both chronic 
myelogenous and chronic lymphogenous leukemia 
with P32 in this manner over the past 4 years and 
have found it less expensive, require less hospitaliza- 
tion, to produce less radiation sickness and to be 
equally as effective in reducing symptoms and pain as 
is deep x-ray therapy or the radioactive colloids. Our 
experience in 5 cases of chronic leukemia treated 
with radioactive colloidal gold given intravenously 
has not been remarkable. 


Dr. Andrews did not mention two tracer isotopes 
which enjoy wide use in medicine at present. I refer 
to radioactive Co60 labeled Vitamin B,, which is 
used for the diagnosis of pernicious anemia, and 
radioactive Cr51 for tagging red blood cells. Radio- 
active iodine tagged human serum albumin for 
plasma volume determinations, 1131 tagged rose bengal 
for liver function, 1131 tagged Diodrast for renal 
function and 1131 tagged oleic acid for pancreatic 
function are all additional applications of radioactive 
isotopes in clinical medicine. May the physicist con- 
tinue to supply us with more such useful tools. 
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Obstetrics — Our Past, Our Present 


and Our Future’ 


GARTH L. JARVIS, M.D.,t Galveston, Tex. 


Ir IS ONLY BEFITTING the occasion of the 
fiftieth anniversary of the Southern Medical 
Association that we should first look back to 
where we have been, consider where we are 
today, and then look forward to the future. 
One of our elder statesmen in the field of 
obstetrics should have undertaken this proj- 
ect but, being Chairman of the Section on 
Obstetrics during the fiftieth year of the 
Southern Medical Association, I felt that I 
should forego a scientific address to under- 
take this difficult problem. 

The Southern Medical Association first 
met in 1906, and as late as 1919 there was only 
one paper on the entire program in the field 
of obstetrics, this being a paper presented in 
the Section on Surgery by Dr. James R. Gar- 
ber, even though by that time our offspring 
“Pediatrics” had its own Section as did the 
section of Southern Railroad Surgeons. In 
1920, at the Louisville meeting of the South- 
ern Medical Association, an organizational 
meeting of the Section on Obstetrics was held, 
and the active Secretary, James R. Garber of 
Birmingham, in his paper on “Therapy in 
Obstetrics” stated, “Little by little, this special 
art of obstetrics had encroached upon the 
fields of chemistry, bacteriology and hygiene 
and correlated branches, until we see it rest- 
ing securely in the position and dignity of a 
specialty. Woman in all her majesty and 
splendore remains the eternal feminine equa- 
tion. Daring in her recklessness, sweet in her 
fickleness, sublime in her mission, she pre- 
sents a coalition of characteristics that de- 
mand of the obstetrician a more rigid atten- 
tion and more astute observation than the 
proverbial prescription writer would hope to 
expand in her behalf. In conclusion, that the 
obstetrician should be a mental as well as a 
physical hygienist, seems reasonably  war- 

*Chairman’s Address, read before the Section on Obstetrics, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 


ington, D. C., November 12-15, 1956. 


+From the Department of Obstetrics and Gynecology, Texas 
University School of Medicine, Galveston, Tex. 


ranted.” After this statement, it can easily be 
seen why the group present saw fit to present 
a resolution to the officials of the Southern 
Medical Association asking for recognition 
as a special section. This resolution was ac. 
cepted by the Association, and the first of- 
ficial meeting of the Section on Obstetrics was 
held in Hot Springs, Arkansas, in 1921, with 
Dr. George C. Mosher of Kansas City presid- 
ing. It is also of interest that it was eight years 
later when our partner, the Section on Gyne- 
cology, became of age and graduated out of 
the Section on Surgery. One can only ask 
how many years will pass before the vagaries 
of history and custom, will permit the weld- 
ing of these two Sections into the progressive 
natural union as the Section on Obstetrics 
and Gynecology. 

As one reviews the programs since 1921, it 
becomes apparent that we still have many of 
the same problems today as existed for our 
predecessors. The many subjects discussed in 
the early twenties were those of preeclampsia, 
eclampsia, antepartum, intrapartum and post- 
partum hemorrhage, the use of cesarean sec- 
tions, etc. There have not been many changes 
in our problems, but many improvements 
because of prenatal care, hospitalization, use 
of blood, oxygen and antibiotics. 

As an example of the past and the present, 
—in 1847, Sir James Simpson, who advocated 
the use of ether anesthesia, had his critic 
who said that “pain and labor is a God-given 
experience, and to interfere with labor pains 
is flying in the face of Providence.” Today 
we have these same people who advocate let: 
ting the patient have pain so that she will 
appreciate her experience of being in labor 
and having a child. 

At the turn of the twenties the importance 
of prenatal care was being preached by many 
of our thinking obstetricians in the South as 
well as elsewhere. It was well-known that in 
the large maternity centers, particularly in 
the foreign countries, the maternal mortality 
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and morbidity rates had been greatly reduced 
by proper prenatal and_ postnatal care, 
coupled with the proper care and hospitaliza- 
tion at the time of confinement. In the South, 
in the early twenties, the majority of deliver- 
ies were being attended by midwives, as had 
been done in uncivilized areas from the begin- 
ning of mankind. The practice of medicine 
had improved greatly, but obstetrics in many 
areas remained undeveloped in the hands of 
the untrained and the unskilled. 

Prenatal care of the past, present and the 
future has but one aim. This has not changed 
and will not change in the future. This was 
well stated by Dr. John T. Altman, Nashville, 
Tennessee, in his Chairman’s address to this 
Section, November 12, 1923, here in Washing- 
ton, D. C. “The ideal sought by the modern 
obstetrician is to bring every prospective 
mother through the trying ordeal of labor in 
the best possible condition, and to so conduct 
her delivery that she will be in good condition 
afterwards, both physically and mentally, and 
to send her back to her accustomed position 
in the family and in society, physically and 
mentally fit to rear her offspring. Another 
modern ideal is to relieve the suffering instant 
to labor in every way consistent with the 
safety of both mother and child. This treat- 
ment can take away much of the dread of 
labor and at the same time, encourages a 
desire for children on the part of herself and 
friends.” Maternal mortality in the South 
was high. Fetal loss during the prenatal and 
perinatal period was high. Invalidism caused 
by improper care of the mother was high. 
Obstetrical teaching in the South was poor 
in comparison with the northern and eastern 
portions of the United States. There were 
few recognized medical schools in the South, 
in 1906, when the Southern Medical Associa- 
tion was first organized. Most of the teachers, 
especially in obstetrics, were without training 
in obstetrics but had gained inadequate 
knowledge, usually at the risk of the patient. 

The growth of obstetrics in the South can 
to a great extent be credited to the efforts of 
the men connected with the Southern Medical 
Association and with the Section on Obstetrics. 
Today, the Section on Obstetrics and the Sec- 
tion on Gynecology are two of the largest in 
the Southern Medical Association. It is 
through these sections that the knowledge of 
obstetrics and gynecology have been carried 


OBSTETRICS—Jarvis 


627 


to all—specialists as well as the general prac- 
titioner. It is the medium of these sections 
that bring together in our sixteen states, the 
leaders in academic obstetrics in the medical 
schools, the specialists throughout the South, 
and the general practitioner in this area. To- 
day, our maternal mortality rates in the South 
are comparable with most of the other areas 
in the United States. The increase in obste- 
tricians with special training today is such 
that no patient or general practitioner is 
many miles from consultation with the spe- 
cialist, and in most areas specialists are avail- 
able for the routine obstetrical care as well 
as for consultation service. In the South there 
are now thirty accredited medical schools, 
one starting the freshman year, and one two- 
year medical school. In most of these, both 
the fields of obstetrics and gynecology have 
progressed to the stage where they now are a 
combined department, but I am sorry to say, 
that some are still lagging behind with sep- 
arate departments. 


Unfortunately, in some ways during the 
intervening years the practice of obstetrics 
is or has slipped or strayed. In 1921, Dr. 
Charles Conrad of Virginia, stated that, “The 
greater part of the profession does not spend 
time talking to the patient and instructing 
her.” Since then there has been a great deal of 
improvement in prenatal care. Obstetricians, 
for the most part, spend enough time to treat 
the whole patient, both mentally and physi- 
cally. But we must be on guard that we do 
not give away to the pressures of time and 
permit our nurses, secretaries, and nonmed- 
ical personnel to do the bulk of the prenatal 
instruction and care, many times without our 
knowing or caring what is done. The doctor 
may pause briefly, and coldly seeing the pa- 
tient tell her to return in another month. 
How many men today do not take the blood 
pressure, do not give any prenatal or post- 
natal instructions, but leave it to the nurses 
and the volunteer groups? I am sure the num- 
ber is becoming larger, and we should all take 
stock of the situation to decide whether or 
not we are to allow the prenatal instructions 
to be given by the untrained, or are we once 
again going to start treating the whole pa- 
tient and take time to discuss with her her 
problems and properly instruct her. In many 
instances today we see instructions and 
courses being given on prenatal care, in which 
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the physician does not even know the content 
of what is being told the patient. Rather than 
take up his time with the patient, he prefers 
to be very popular and send his patient to 
these courses. Many times the volunteer work- 
ers giving these courses are well-meaning but 
know little more than the “grannies” who 
pass along the old wive’s tales. 

Since 1920, we have noted great improve- 
ments in many ways. We have seen new 
medication in the treatment of eclampsia and 
preeclampsia, but we still lack the solution 
to the cause of the condition. We have seen 
great improvement in the care of hemorrhage 
during pregnancy and during labor, but this 
is largely due to the improvement of blood 
banks and the use of blood. Shock can be 
controlled and these patients are being saved. 
We hope research is bringing us closer to the 
solution of the causes of eclampsia and obstet- 
rical hemorrhages, but they still remain a very 
serious problem in the South as well as in 
other parts of the country. 

It is important that the obstetricians, and 
let those of the South be the leaders, obtain 
a proper share of the monies available for 
research and patient care. When we consider 
the millions that are being spent today in re- 
search and patient care, on such things as 
cancer, tuberculosis, child care, and heart 
disease, to allow the young to grow old and 
the old to grow older, one wonders where the 
obstetricians have failed. How much is spent 
on research in maternal welfare and perinatal 
salvage of the newborn? Only a small per- 
centage, by comparison, is spent on research 
to improve maternal care so that the modern 
mother and infant can be brought through 
the trying experience of pregnancy and labor, 
and returned to their families and society in 
the best possible condition, both physically 
and mentally. 


We must be aware of the changing times, 
but at the same time we must be careful that 
we are not caught by the fad of a popular 
procedure or medication, and make it routine. 
We must consider the patient and the infant, 
and treat them so that both are better off 
mentally and physically. It is shocking to see 
even trained men caught up in the clutches 
of fads or ideas that may not be proved as 
correct, and to insist that that procedure be 
routine and not individualized. Many times 
this is in the nature of drugs that are sold by 
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detail men to physicians who never read or 
attend meetings, and we must all be aware 
that these detail men will usually give us only 
their side of the story in most cases. As an 
example of fads that may sometimes work 
to the detriment of patients, is the example 
of the recent trend of some men to demand a 
complete hysterectomy after a third cesarean 
section without regard to the patient’s wants 
or desires. 

Medical education in the South, and ¢. 
pecially obstetrics, has undergone tremendous 
changes since 1906. There have been changes 
in the teaching of obstetrics as well as in other 
fields from teachers who were untrained but 
interested in teaching as an avocation, to 
part-time trained men, and today to the trend 
of full-time teachers as well as the part-time 
teacher. In the controversy that goes on to- 
day between the “town and the gown” groups 
over privileges, salaries and patients, there 
must come a solution, based not on what is 
best for individuals from a selfish monetary 
standpoint, but what is best for humanity 
and the practice of the future. Today there 
have been so many advances in medicine that 
no longer can students learn all of medicine 
in four years, and therefore it becomes more 
important that teachers be available at all 
times, so that the student’s time will not be 
wasted because the instructor has to miss 
classes, rounds, or conferences because of his 
patients having a baby, an operation, or some 
emergency. We must let personal gains, mone- 
tary, and the like be forgotten, and in the 
future of education, reach a happy medium 
between the full-time and part-time instruc. 
tor so that the student of today can get the 
best of all that is available in each of the 
many fields of medicine. 

Obstetrics in the South has been delivered. 
The members in the sections on Obstetrics of 
the Southern Medical Association attended 
this confinement. But if the medical profes 
sion and the medical educators continue to 
consider obstetrics and gynecology as a step 
child of medicine, and more precisely as 4 
minor specialty of medicine, such as Otorhin- 
olaryngology and Dermatology, then we shall 
die a neonatal death. On the other hand, if 
we are treated both professionally and aca 
demically where we belong, as equals to the 
departments of medicine, surgery, and pedi 
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atrics, then in the next fifty years we shall 
finally grow to great stature. And as the 
medical world now looks to the United States 
instead of Europe, and the industrial giants 


look to the South, so shall the field of ob- 
stetrics look to the medical centers and lead- 
ers in the areas comprising the Southern Med- 
ical Association. 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


1020 Empire Building, Birmingham 3, Alabama 
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Adenomatosis of the Colon and 


Rectum’ 


HARRY E. BACON, M.D., G. L. VILLALBA, M.D., Philadelphia, Pa., 
ILLYDIO SAUER, M.D., Rio de Janeiro, Braz., and 
JEAN CLAUDE MARTEL, M.D., Montreal, Can. 


The serious implications of adenomatosis of the large bowel is 
emphasized. Treatment must be radical to meet this threat to life. 


THE LITERATURE IS REPLETE with references to 
intestinal polyposis, yet, despite the innumer- 
able contributions to the subject by those 
whose experience can be respected, serious 
gaps remain in our knowledge concerning the 
genetic and biometric aspects as well as the 
relationships to carcinogenesis. Little is known 
of the etiology of adenomatosis in the bowel. 
The reported incidence of malignancy prior 
to, and in the retained segments of bowel fol- 
lowing operation is confusing. By the same 
token lack of unanimity of opinion prevails 
regarding the type of surgical procedures to 
be used. 


Genetic Aspects 


The subject of diffuse adenomatosis, as we 
prefer to term it, offers a variety of problems 
in its many phases, but the genetic aspect is 
one of particular interest. While studying in 
London in 1930, the senior author became im- 
pressed by a group of patients having mul- 
tiple polyposis under observation and treat- 
ment by J. B. Lockhart-Mummery. It was his 
hypothesis that the entity was produced by a 
gene mutation inherited as a mendelian dom- 
inant. Because of this implication, one of us, 
(H.E.B.) upon return to this country assisted 
Father Joseph Dougherty, Dean of the pre- 
medical school of Villanova College, in the 
cross-pollination of sweet peas. The homozy- 
gous and heterozygous strains as well as the 
resultant variations formed a fascinating 
study. The chances of recombinations of genes 
and alleles to astronomical proportions are on 
a par with the possibilities of mutations and 
consequences of selection, constituting card- 

*Read before the Section on Surgery, Southern Medical 


Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


inal elements of biologic variation. Genetic 
transduction constitutes the receipt of only a 
portion of the genetic elements of an ancestor. 

Little is known of adenomatosis of the colon 
and rectum, whether of the familial or non- 
familial variety, although it is recognized that 
there exists a peculiar tendency of the mucosa 
to develop hyperplastic proliferations which 
frequently undergo malignant degeneration. 
Such a response may appear as a solitary 
adenoma, as multiple adenomatosis, or as 
cancer. In adenomatosis, all degrees of ag- 
gressiveness together with the time allowed 
to manifest itself, determines the difference 
between the development of a single polyp or 
multiple adenomatosis. In the diffuse type 
where more extensive areas are involved, 
malignant degeneration occurs earlier. Ac 
cording to Guptill’ the responsible factor is 
similar to that causing adenocarcinoma of the 
large bowel, for individuals in these families 
develop localized carcinoma of the rectum or 
colon at an earlier age by several years than 
the average. In this variety the hereditary 
transmission is demonstrated as an important 
feature, and succeeding generations of the 
same family tree are affected without the 
skipping of a generation. The adenomas them- 
selves are not inherited. What is inherited is 
the peculiar tendency of the gastrointestinal 
tract toward formation of adenomatous 
massses. 

Dukes,?, Lockhart-Mummery* believe 
that diffuse adenomatosis is due to an heredi- 
tary inferiority of the intestinal mucosa which 
predisposes it to overgrowth. This in itself 
might be an allele or a lethal gene. The in- 
testinal mucosa of one who inherits the men- 
delian dominant would be in an unstable 
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state, prepared to undergo neoplasia under 
the slightest provocation. In such susceptible 
tissue it is probable that mild stimuli of di- 
verse varieties, insufficient to effect permanent 
changes in normal epithelium, are sufficient 
to evoke permanent hyperplasia and eventual 
neoplasia. 

Heredity is the only outstanding factor thus 
far uncovered and it is evident in approxi- 
mately one-half the cases. However, it is well 
recognized that complete case histories can- 
not always be obtained. Even those whose 
experience is vast have been unable to de- 
termine whether or not the familial and the 
nonfamilial variety are the same disease 
process. Many are of the opinion that there 
is no noticeable difference in the size, number 
or distribution of the tumors, nor is there 
any difference in the age of onset, symptoms 
or course of the disease.* In tumor formation 
the rules governing the division of cells are 
directly disturbed, demonstrating that the 
functional integrity of the mucosa, in its at- 
tempt to preserve the function and morphol- 
ogy of the cells, has become fundamentally 
altered or permanently lost. 


It is conceivable that some specific carcino- 
genic disturbance could affect the nucleus of 
the cells, thus affecting the genes. Tyzzer, in 
his hypothesis of somatic cell mutation, states 
that certain tissue cells undergo a nuclear or 
cytoplasmic change leading to their rapid 
division to form a cancer or tumor. Cowdry 
and Paletta’ found changes in the cytoplasmic 
and nuclear volume during carcinogenesis 
produced by methylcholanthrene, which could 
be related to changes in the mineral and 
water content of the cells. Similar experiments 
were carried out by Gluckmann® and the same 
results were obtained. The primary response 
comprised increased mitosis with increase in 
both number and size of the cells and delay 
of differentiation. These experiments show 
that stimuli acting upon the cells of the in- 
testinal mucosa would lead to gene mutation 
with the resultant disturbance in cell division. 
None of these strong and specific stimuli are 
implicated in the disease, diffuse adenoma- 
tosis, but gene mutation is undeniable 
whether it be found at the base of the family 
tree or along its more recent ramifications. It 
may be mentioned that even in those cases 
where no familial history can be found, a 
metaplasia or metamorphoism of the gene or 
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TABLE 1 
Age Number of Cases 
13 mos.-10 yrs, 3 
11-20 yrs. 2 
21-30 yrs. 10 
31-40 yrs. 9 
41-50 yrs. 10 
51-60 yrs. 10 
61-70 yrs. 11 
71-78 yrs. 4 
Total 59 


allele component of the present generation 
may have its repercussion on the siblings as 
an inherited tendency to adenomatosis, either 
solitary or multiple, with all the variations in 
aggressiveness encountered in the latter. Gene 
mutation explains the divisional and function- 
al pattern of the cells, its continuance of 
tumor formation, and also the transmissible 
character of the disorder because these 
changes necessarily involve the germ cells. 


Clinical Material 


The purpose of this discussion is to record 
our experience, and to subject to critical ap- 
praisal our own surgical approach in _per- 
mitting a segment or segments of the bowel 
to remain in view of the potentiality of 
cancer. 

Our experience embraces 59 patients with 
disseminated adenomatosis of the colon and 
rectum during the 16 year period ending 
October 1956. This group of 59 patients in- 
cludes only those under our direct observa- 
tion. Patients with diffuse adenomatosis in 
families not examined or treated by us are 
not included. In our group of 59 cases there 
were 42 males (71.1 per cent) and 17 females. 
The youngest was 13 months of age and the 
oldest 78 years. Fifty-seven were white and 
two were colored (Table 1).* 

Family History. In several instances it was 
impossible to obtain information regarding 
the family background. Four patients had 
been adopted and their antecedents were un- 
known; seven were of foreign birth having 
had no word from their parents since arriving 
in this country. Twenty-one were found to 
have relatives in one or another generation, 
whereas four offered a suggestive history of 


*Between the dates of presentation and publication, four 
additional patients with adenomatosis have been operated 
upon. There were two males and two females, ages 22, 38, 53 
and 67. Colectomy was done in all; malignancy encountered 
in the 22 and 67 year old patients, 
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familial incidence. The remaining 23 denied a 
history of adenomatous disease. If the 4 adop- 
tions and 7 of foreign birth are deleted, the 
incidence of a familial history is 45.4 per cent. 

Four significant family histories are shown 
in figures 1 to 4. 

Symptomatology. Fifty-five patients (93.25 
per cent) gave symptoms referable to the large 
bowel, including bleeding, diarrhea or loose- 
ness of the evacuations and episodes of ab- 
dominal cramps. 


Localization. The most common and ex- 
tensive site of involvement was the distal 
bowel, rectum and sigmoid colon. In fact, in 
not one single instance was this portion of 
bowel uninvolved. For the most part the 
adenomatous lesions were fairly evenly dis- 
tributed, although the left half of the bowel 
showed an increase in the number compared 
to the right colon. In several of our resected 
specimens the ascending colon was relatively 
free of the disease, but in these two, three or 
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more polyps were commonly found in the 
cecum. 


Carcinoma. <A diagnosis of carcinoma was 
established in 40 of 58 patients (68.9 per cent) 
either prior to operation or by examination 
of the surgical specimen. No tissue was ob- 
tained in one case. The lesion in the 30 pa- 
tients who were 50 years of age and over was 
undetermined in one, benign in 5 and malig. 
nant in 24, which represents a calculated in. 
cidence of malignancy in 82.7 per cent. 


Treatment 


Colectomy was done in 46 patients without 
any mortality. Two additional patients were 
found to have an inoperable condition, one 
of these was closed without any intervention, 
in the other a colostomy was done; both sur- 
vived. In 2 children, aged 4 and 8 years, the 
lesions were treated with fulguration. In 2 
adults, multiple benign polyps were removed 
transabdominally and the small adenomas 
fulgurated through a coloscope. The rectal 
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adenomas were destroyed by fulguration. 
Surgical treatment used is tabulated in table 2. 


In 4 patients ileostomy and coloproctectomy 
was performed in one stage. Cancer of the 
rectum was present in 2, and though both are 
living and free of recurrence at the present 
writing, it should be stated that only one and 
two years respectively have elapsed since oper- 
ation. The 2 who had benign adenomatosis 
are living and well. 

In 14 patients, all of whom showed cancer 
of the rectum, an abdominoperineal excision 
was done as the first stage, and colectomy with 
ileostomy as the second stage. Nine are living 
and well, one is living with a recurrence, 3 
are dead and one is lost to follow-up. 

In 5 patients an ileostomy and colectomy 
was done as the first stage, and in four an 
abdominoperineal excision as the second 
stage. One patient was not subjected to the 
second stage because a single large metastatic 
nodule in the liver was presumed to be due 
to an undiagnosed carcinomatous polyp in 
the hepatic flexure. Except for this patient, 
the remaining four are living and well. 

In 14 patients an ileocolectomy with con- 
comitant ileoproctostomy or ileosigmoidosto- 
my was done. The radiologic diagnosis sug- 
gested the presence of a malignant lesion in 2, 
which was confirmed at operation. In ad- 
dition, serial section of the polyps demon- 
strated the presence of carcinoma in seven. 
Of the 9 patients with cancer, 4 are living, 
one with pulmonary metastasis. In one a new 
growth developed in the retained rectum 
which on local excision was reported as 
carcinoma in situ. Three are dead and 2 are 
lost to follow-up. Customarily all patients are 
reexamined every six months and residual 
polypi destroyed by fulguration as may be 
required. Yet despite careful observation, 
carcinoma has developed in three of the re- 


TABLE 2 


Mortality 
Number from 
of Patients Resection 
Colectomy (total or subtotal) 46 0 
Inoperable malignancy 2 0 
Fulguration of rectum (children 4 and 8) 2 
Transcolonic polypectomy and coloscopy 2 


Refused operation or sought 
counsel elsewhere 


Treatment 


Total 
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maining five patients in the nonmalignant 
group. Thus, 9 showed initial cancer and one 
of these developed an early carcinomatous 
lesion in the rectum. Of these, 2 are dead and 
one is living with recurrence. 

In 3 patients, a left hemicolectomy and 
proctectomy was performed with transplanta- 
tion of the transverse colon to the anus.’ All 
3 had carcinoma; one is living and well and 
2 are dead. 


In 2 a left hemicolectomy and proctectomy 
were done with establishment of a transverse 
colostomy, it being planned to remove the 
right colon as a second stage operation. Carci- 
noma was found in the operative specimen in 
both instances. Both patients refused further 
surgery largely because the x-ray films of the 
right colon failed to demonstrate polypi al- 
though coloscopy revealed them to be pres: 
ent in one, and because of their desire to 
avoid an ileostomy. Yet, one developed a 
malignancy in the cecum 18 months later, and 
the other one in the hepatic flexure two and 
a half years later. Both are dead. Thus, both 
patients had an initial cancer and each de- 
veloped another lesion in the retained portion 
of bowel, demonstrating the fallacy of con- 
servative resection. 


In 3 the left colon was removed with anasto- 
mosis of the transverse colon to the lower 
sigmoid colon. Histopathologic examination 
of the operative specimens revealed carcinoma 
in one and he is living and well. But both 
patients with benign adenomatosis developed 
cancer in the retained segments,—one in the 
rectum and the other in the cecum. Both are 
dead. 

In one case an abdominoperineal excision 
with permanent sigmoidostomy was done in 
an elderly gentleman for carcinoma of the 
lower rectum associated with numerous polyps 
in the distal segment. The barium enema 
contrast study was completely negative. At 
exploration another growth was felt in the 
cecum, but because of a history of two coro- 
nary occlusions it was felt unwise to extend 
the procedure at the time. About two weeks 
later a right hemicolectomy was done, anasto- 
mosing the ileum to the proximal transverse 
colon. The specimen showed adenocarcinoma 
with a few scattered polyps. The patient was 
discharged and subsequently returned to light 
work but was readmitted eight months later 
with obstruction. No operation was done. At 
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autopsy an encircling lesion of the splenic 
flexure was found, and the remaining bowel 
studded with rather innocuous looking polypi. 
One showed carcinoma in situ and several had 
atypical changes. 


Discussion 


It is rewarding to analyze one’s results 
periodically, record them truthfully, and com- 
pare them with others to determine the de- 
gree of progress made. About five years ago 
we reviewed our cases with adenomatosis and 
found striking evidence of the fallacy of con- 
servative or restorative colectomy.® Since that 
time our surgical approach has been more 
extended. Our records were again evaluated 
in 1955 and some improvement noted." 

It will be observed that of the 50 patients 
subjected to operation 37, or 74 per cent, had 
cancer. In the 46 upon whom some type of 
colectomy was done, 33, or 71.7 per cent, 
showed initial cancer prior to operation or in 
the resected specimen. The incidence of can- 
cer is high largely perhaps because the oper- 
ative specimens are meticulously examined 
with serial sectioning by interested path- 
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ologists. One wonders how frequently such 
specimens are viewed curiously and then djs. 
carded. Of the 33 patients with “adenoma. 
tosis with initial cancer” 18, or 54.5 per cent, 
are living and well without recurrence at the 
time of this writing, 2 are living with recur. 
rence, 10 are dead and 3 are lost to follow-up, 

The salvage rates in these cases of heredo- 
familial adenomatosis with cancer have not 
been calculated according to years but it js 
apparent they do not compare favorably with 
the incidence of cure in terms of 5 and 10 
year survivals, namely 52.3 and 38.2 per cent 
respectively, as previously reported for ordi- 
nary bowel cancer." 

Study of table 3 shows that in the group of 
patients “adenomatosis with initial cancer,” 
there were 16 in whom a segment of bowel 
was retained. Ironic as it may seem 4, or 95 
per cent, developed another growth in the 
retained segment. 

Of the 13 patients labeled “adenomatosis 
without cancer,” 8 are living and well; 5 de. 
veloped cancer in the retained segment and 
of these, one is living with recurrence and 4 


TABLE 3 


Adenomatosis Without Initial Cancer 


Number Stage 


Resection 
Number Benign 


Number 
Operative 

2 Mortality 

Group 
Number Living 

ro and well 


* Patients 


Total ileostomy and 
coloproctectomy, one 
stage. 

Total abdominoperineal 
first stage; colectomy 

and ileostomy second stage. 
Ileostomy and colectomy 
first stage in 5; abdomino- 
perineal second stage in 4. 
lleocolectomy (rectum 
preserved) 

Left hemicolectomy and 
proctectomy with trans- 
plantation of transverse 
colon to anus. 


Left hemicolectomy and 
proctectomy with trans- 
verse colostomy. 

Left hemicolectomy with 
distal transverse colon 
—low sigmoidal anastomosis. 
Abdominoperineal excision 
with colostomy first stage; 
subtotal proximal colec- 
tomy second stage. 


ro 
a 


Adenomatosis With Initial Carcinoma 


Retained Bowel Segment 
Cancer Developed in 


Number Who De- 
Retained Segment 


veloped Cancer in 


Number Showing 


Initial Cancer 
Number Living 


Number Living 
With Recurrence 
Number Lost 

© to Follow-up 

and Well 
Number Living 

© withRecurrence 
Number Lost 

> to Follow-up 


A 
B 0 14 ll 1 1 
: Cc 5 9 0 4 4 0 0 0 1 0 0 1 0 
D 14 14 0 5 2 1 3 2 0 9 3 1 3 2 1 
E 3 3 0 3 1 0 : ¢a 
F 2 2 0 2 0 0 2 @ 4 
G 3 3 0 2 2 2 1 1 0 0 0 0 
H 1 2 0 0 0 1 0 
46 65 13 8 1 5 4 “0 33 18 2 10 <4 


Cancer Developed in 
Retained Segment 


VOLUME 50 


are dead. Only 7 of the total number, namely 
13, had a segment of bowel remaining, yet 5, 
or 71.4 per cent developed a secondary malig- 
nancy. 

Conclusions 


A series of 59 patients with diffuse adenoma- 
tosis of the rectum and colon is reported, 
the age varying from 13 months to 78 years. 
A heredofamilial history was obtained in 45.4 
per cent. Of the entire group some type of 
colectomy was performed in 46 (77.7 per cent) 
without mortality. This represents 65 staged 
procedures. Thirty-three patients, or 71.7 

r cent showed initial cancer. Secondary 
cancer developed in retained segments of 
bowel in 4 of a possible 16 instances, or in 
25 per cent. In the benign group of adenoma- 
tosis, namely 13 patients, 5 developed cancer 
in the retained segment of a possible 7, or 
71.4 per cent. 

Judging from these results, which admitted- 
ly are far from good, it is our considered 
opinion that in benign heredofamilial ade- 
nomatosis ileostomy and coloproctectomy in 
two stages, preferably one stage, is the pro- 
cedure of choice. In an occasional instance, 
particularly in children, transabdominal 
coloscopy should be done. When the disease 
is present in the colon, colectomy with con- 
comitant ileosigmoidostomy should be done 
and the rectal adenomata destroyed by ful- 
guration. 

In patients with superimposed cancer an 
extended and radical resection (ileocoloproc- 
tectomy) is the ideal treatment when done 
with a good chance for cure, and to avoid 
the development of secondary cancer in a re- 
tained segment. But circumstances may alter 
the surgical approach in its extent and radi- 
cality. Fortitude, sound judgment and com- 
mon sense should be exercised in the man- 


agement of all patients with rectal and colonic 
adenomatosis. 
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Discussion (Abstract) 


Dr. Garnet W. Ault, Washington, D. C. Dr. Bacon 
has presented a fine analytical record of 65 operations 
without any mortality on 59 patients. It is a com- 
mendable record of surgical management during the 
period of evolution from multiple stage procedures 
to the now acceptable one or two stage operations. 

The limitations of time and space did not permit 
Dr. Bacon to elaborate more completely on table 1. 
You will observe that the age of 24 patients was 40 
or under, and 35 patients were 41 or over. I should 
like to raise this question. Is this a disease of young 
people? The table indicates that it may not be unless 
the positive familial history obtained from 45 per cent 
of 59 patients is largely accounted for by the 24 pa- 
tients aged 40 or under. An acknowledged difficulty 
in obtaining accurate family histories may account 
for the inability to evaluate or answer this question. 

The second question that seems important is as 
follows: Does adenomatosis eventually involve the 
entire colon, and develop into cancer? This report 
presents sufficient evidence that adenomatosis does 
or may involve the entire colon. It is to be noted 
that 33, or 71.7 per cent, of these patients had cancer 
at the time of their initial operation, and if segments 
were not removed, 25 per cent of these developed 
cancer in these segments. In 13 patients with benign 
adenomatosis, 71.4 per cent developed cancer in the 
retained segment. It would seem proper to assume, 
subject to correction, that some of these patients were 
operated upon during the era when attempts to save 
various portions of the colon was an acceptable pro- 
cedure. As a result many unrewarding experiences 
have been recorded and the fallacy of conservative 
colonic excision has been demonstrated, truthfully 
acknowledged and courageously condemned. 


The next question seems most important. Does 
adenomatosis involve the entire rectum, and develop 
into cancer? The answers to this question dominate 
the thinking of all who have to deal with this disease. 
Table 3 should have critical analysis. You will observe 
that adenomatosis can and does involve the rectum 
in 100 per cent of the 59 cases reported. There is no 
reason to believe that adenomatosis behaves differ- 
ently in the rectum than in the colon. If one believes 
that the colon should be removed because of adenoma- 
tosis, consistency would indicate that rectal excision 
is mandatory for the same reason. Dr. Bacon has been 
consistent by removing the rectum in 19 cases for 
cancer, a clear-cut acceptable indication for proctecto- 
my. He did join those inconsistent physicians who feel 
that adenomatosis is not always an indication for 
proctectomy for 14 patients in Group D, and 3 patients 
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in Group G had their rectums and/or part of their 
sigmoid colon left in situ. In view of this, his statistics 
and conclusions would be of increased value if they 
would demonstrate the exact location of the cancer 
that developed in the retained segment. If the cancer 
developed in the sigmoid, the thesis that total colec- 
tomy should be done is confirmed. If the cancer de- 
veloped in the rectum, the advocates of proctectomy 
and total colectomy are sustained. 

Current literature and our own experience has dem- 
onstrated that some rectums can be cleared of histo- 
logically benign adenomas so that a functional rectal 
segment not exceeding 10 cm. in length can be re- 
tained for ileal anastomosis. Rectal conservation and 
ileorectal anastomosis is justified under these circum- 
stances if the following criteria are observed: (1) his- 
tologic study of all rectal adenomas that are removed; 
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(2) proctoscopy to or through the anastomotic site 
every 4 to 6 months for the patient’s remaining life. 
time; and (3) biopsy of any consistently abnorma] 
tissue seen during any proctoscopic examination. 
This fine paper provides us with considerable posi. 
tive evidence that total colectomy is the correct pro- 
cedure for treating adenomatosis of the colon. The 
thesis that total proctectomy is the procedure of choice 
for treating adenomatosis of the rectum is not sys. 
tained and this merits further clarification and study, 


Dr. Bacon (Closing). It is not always possible to see 
clearly when tables, such as No. 3, are shown on the 
screen. However, a close inspection of this table dis. 
closes that in the “Adenomatous Group Without 
Initial Cancer,” 5 patients in D and 2 patients in ¢ 
later developed cancer in the retained rectal segment, 
the sigmoid having been removed. 
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Fractures About the Hand’ 


DANIEL C. RIORDAN, M.D., New Orleans, La. 


This paper again emphasizes the enormous responsibility which the doctor assumes when treating 
injuries of the hand. Second to the eyes the hands are a person’s most valuable 


members in everyday life. 


HAND INJURIES LEAD THE LIST OF ALL INDUS- 
TRIAL ACCIDENTS and the majority of severe 
injuries of the hand are accompanied by frac- 
tures of one or more of the bones of the hand. 
Because the human hand is the most useful 
and most vulnerable member of the human 
body, it is subject to a great variety of in- 
juries. Upon the doctor who first sees the pa- 
tient after injury rests the responsibility for 
the accurate diagnosis of the damage sus- 
tained, and the eventual outcome depends 
largely upon his judgment. The management 
of the injury is the most important single 
factor in determining whether the injured 
hand can be restored to usefulness, or whether 
complications and deformities, with conse- 
quent prolonged recovery or perhaps perma- 
nent disability, will result. 


Anatomy 


The architecture of the bone structure of 
the hand must be understood first before a 
logical approach to treatment of fractures of 
the bones can be understood. Carpal bones 
are functionally a part of the hand that will 
not be discussed in this presentation. The 
third metacarpal is the fixed point in the 
hand, and motion of the hand occurs around 
the third metacarpal. This is easily demon- 
strated by examining one’s own hand and at- 
tempting to move the metacarpals. The third 
metacarpal is immobile, the second metacar- 
pal has a slight amount of motion, the fourth 
metacarpal has more motion, and the fifth 
metacarpal has the greatest range of motion 
of the metacarpals with the exception of the 
thumb. The thumb, having a saddle type of 
joint at its base and no binding ligaments 
such as the transverse metacarpal ligament, 
has the widest range of motion of any of the 
metacarpals. 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fiftieth Annual Meet- 
ing, Washington, D. C., November 12-15, 1956. 


In addition to this motion of the base of 
the hand itself the metacarpophalangeal 
joints have an extremely wide range of mo- 
tion, not only in straight flexion and ex- 
tension but also in abduction and adduction. 
This joint is a sliding hinge joint, or gingly- 
mus. The proximal interphalangeal joints 
and distal interphalangeal joints are also 
sliding hinge joints but do not have any 
lateral motion, their range of motion being 
confined exclusively to flexion and extension. 

The balance of muscle pull on the hand is 
best seen on a hand at rest in which the wrist 
is dorsiflexed, all fingers partly flexed at the 
metacarpophalangeal joints and_ interpha- 
langeal joints and the thumb is partly op- 
posed and in slight flexion at both joints. 
This position represents the balance be- 
tween the short or intrinsic muscles and 
the long flexors and extensors. This bal- 
ance is dependent on a firm supporting struc- 
ture which consists of the bones, and because 
of this muscle pull any injury which causes 
dissolution of the stability of the bony struc- 
ture results in deformity. The deformity seen 
is usually a typical type of deformity depen- 
dent upon the level of the fracture and will 
be discussed with each individual fracture. 


Dislocations 

Dislocation of the base of the metacarpals 
is a common injury and usually missed. X-ray 
films should be carefully examined for this 
deformity. A true lateral x-ray view of the 
hand is essential in the diagnosis of a dorsal 
dislocation, the most common injury, which 
results from a force being applied to the pal- 
mar aspect of the hand. Frequently the an- 
terior half of the base of the metacarpal is 
fractured making reduction difficult to main- 
tain. Open reduction is usually not necessary, 
but internal fixation is frequently necessary. 
This is best obtained by the use of Kirschner 
wires placed transversely into the adjacent 
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stable metacarpals to maintain the reduction. 
Occasionally a Kirschner wire can be placed 
obliquely through the metacarpal into the 
carpal bones to maintain reduction. Three 
weeks of immobilization is usually adequate, 
but occasionally five weeks will be necessary. 

Dislocation of the metacarpophalangeal 
joint is serious and requires immediate reduc- 
tion. Frequently this can be done by the 
closed method, but if reduction is not suc- 
cesstul immediately an open reduction must 
be done. Dislocation of the metacarpopha- 
langeal joint usually means that the strong 
collateral ligament has been torn. Therefore, 
the immobilization after reduction should be 
in the position of flexion to allow these liga- 
ments to heal without undergoing shortening. 
Three weeks immobilization is considered 
sufficient; motion should be started after this 
and be carried out until a full range of mo- 
tion has been obtained. 


Dislocation of the interphalangeal joint is 
common. Most can be reduced without the 
use of anesthesia if seen early. If anesthesia 
is needed it usually can be of the local type 
in the joint itself or as a block of the digital 
nerves. After reduction has been obtained the 
joint should be tested for lateral stability. If 
the joint is stable no immobilization is 
needed. If the joint is unstable laterally, the 
joint should be immobilized in a position of 
flexion for seven to ten days. Following this 
time motion should be started. The reason 
for early motion in the interphalangeal joint 
is because of the tight fit of these joints; if 
immobilization is prolonged, a stiff joint will 
result. 


Fractures 


Metacarpal fractures near the base usually 
undergo shortening and rotation. If the frac- 
ture has been transverse, it is usually stable 
after reduction and the fracture can be im- 
mobilized with all joints of the finger flexed 
in the functional position with dorsiflexion 
of the wrist. If the fracture has been oblique, 
there will be a tendency for shortening to oc- 
cur because of muscle pull of the intrinsic 
muscles and this will lead to overriding of 
the fragment. In many cases some shortening 
can be expected and will not be disabling as 
long as there is no malrotation or malalign- 
ment of the metacarpal. Open reductions are 
usually not necessary and, if seen early before 
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shortening has become fixed, the full length 
of the metacarpal may be maintained easily 
with the use of a transversely placed Kirsch. 
ner wire across the metacarpals. It is extreme. 
ly important to be sure that rotation of the 
distal tragment of the metacarpal does no; 
occur, otherwise there will be deviation of 
the finger from its normal position when 
flexion occurs. 

Skeletal traction may be used to prevent 
shortening of a finger, but this is not as well 
tolerated as a simple Kirschner wire placed 
transversely through the involved metacarpal 
and stable metacarpals. If skeletal traction js 
used it is through the proximal phalanx, the 
traction being maintained in flexion to pre. 
vent angulation. Pulp traction or skin trac. 
tion is not advised unless the patient can be 
under close observation to prevent necrosis 
from pressure or perhaps from interference 
with the circulation. 


Fractures in the midshaft or neck of the 
metacarpal usually result in angulation of the 
distal fragment with the metacarpal head be- 
ing displaced into the palm. This displace- 
ment is due to the pull of the interossei. Re. 
duction is usually made by flexing the meta- 
carpophalangeal joint, thereby using the then 
tight collateral ligaments to control the distal 
fragment, and exerting pressure dorsally on 
the proximal phalanx. At the same time pres- 
sure is maintained on the proximal fragment 
in a palmar direction. In the young individ: 
ual this position may be maintained by a well- 
padded plaster splint or cast. This type of 
treatment should not be used in elderly in- 
dividuals because of the danger of stiff joints 
resulting from the position of acute flexion 
of all joints involved. Again, if reduction can- 
not be maintained adequately or easily, in- 
ternal fixation with a Kirschner wire placed 
transversely into the stable adjacent meta- 
carpal is the treatment of choice. Immobiliza- 
tion can then be discontinued early and mo 
tion allowed, since the Kirschner wire will 
provide the necessary fixation of the distal 
fragment. 


Traction, especially in extension as by 4 
banjo splint, is usually not successful in re 
ducing such a fracture or in maintaining 4 
reduction if it has been once obtained. The 
metacarpophalangeal joint should not be kept 
in extension for any period of time longer 
than seven to ten days, as contracture of the 
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collateral ligaments will frequently occur fol- 
lowed by inability to get flexion of this joint. 
The collateral ligament, due to the construc- 
tion of the metacarpal head is loose in ex- 
tension and tight in flexion, because of the 
eccentric shape of the metacarpal head. It is 
therefore important, when this joint is to be 
immobilized for prolonged periods, that im- 
mobilization be done with the joint in flexion 
to prevent contracture of these ligaments. 

Fractures of the proximal phalanx usually 
result in dorsal angulation of the distal frag- 
ment, mainly because of the pull of the ex- 
tensor mechanism and extensor tendency of 
the pull of the interossei. The proximal frag- 
ment is flexed and the distal fragment is ex- 
tended. Reduction is usually done by flexing 
all joints of the finger and immobilizing 
them over a splint, either of plaster or metal. 
Oblique fractures do not tend to shorten near- 
ly as much as they do in the metacarpal 
bones, because the muscle pull is not as great 
and flexion of all joints relaxes the pull of 
the interossei. Even if the fracture is oblique, 
simply flexing all joints usually makes the 
fracture stable enough so that traction, either 
skeletal or pulp, is not necessary. If a fracture 
should consistently shorten because of the 
obliquity of the fracture line, oblique or 
transverse pinning with a Kirschner wire by 
closed means is preferred to using skeletal 
traction. 

Fractures of the middle phalanx result in 
two types of deformity. If the fracture is prox- 
imal to the insertion of the sublimus tendon, 
the distal fragment is brought into flexion by 
the pull of the sublimus tendon. The reduc- 
tion of this fracture is done by reversing the 
deformity, and then flexing the metacarpo- 
phalangeal joint and proximal interphalan- 
geal joint to release the pull of the sublimus 
tendon. 

When the fracture in the middle phalanx 
is distal to the sublimus insertion the deform- 
ity is reversed from that just described, in that 
the proximal fragment will be flexed by the 
sublimus tendon, and the distal fragment will 
be extended by the pull of the extensor 
mechanism through the joint capsule of the 
distal interphalangeal joint. Reduction of 
this fracture is done by flexing the distal 
fragment and maintaining flexion of all joints 
usually by means of the finger splint. Frac- 
tures of the middle phalanx usually heal more 
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rapidly than those of the proximal phalanx. 

Fractures extending into the interphalan- 
geal joint usually result in shortening and 
lateral deformity. All such fractures should 
be treated by continuous traction, which is 
best done by skeletal means. Traction must 
be maintained until healing has occurred 
otherwise deformity will recur. This im- 
mobilization is usually necessary for a mini- 
mum of three weeks, and perhaps one or two 
weeks longer in older individuals. 


Fractures of the distal phalanx are usually 
not difficult to maintain in the reduced posi- 
tion by simple immobilization over a splint 
with all joints flexed. Fractures of the distal 
phalanx involving the insertion of the ex- 
tensor tendon are quite common and, if not 
recognized and treated in the proper position, 
lengthening of the extensor tendon occurs and 
the typical mallet finger results. Reduction is 
usually obtained by relaxing the pull of the 
interossei and lumbricale muscles, since they 
are the active extensors of the interphalangeal 
joints of the finger. Relaxation of this mecha- 
nism is secured by flexing the metacarpopha- 
langeal joint, flexing the proximal inter- 
phalangeal joint, and hyperextending the dis- 
tal interphalangeal joint. Immobilization is 
best done with a small plaster splint and 
gauze bandage. The gauze bandage is made 
to adhere to the skin on the dorsum of the 
finger by the use of tincture of benzoin or 
Ace adherent. This fracture is difficult to 
hold in the reduced position and great care 
should be taken in application of the plaster 
so that pressure sores will not result. This 
fracture should be checked with the x-ray and, 
if reduction is not nearly perfect, an open re- 
duction with reinsertion of the extensor ten- 
don and its bone fragment should be done. 
The extended position of the distal joint and 
flexed position of the middle joint may be 
maintained with Kirschner wires if plaster 
cannot be used as outlined above. 


Bennett's Fracture 


This fracture-dislocation of the carpometa- 
carpal joint of the thumb is the most dis- 
abling fracture of the hand. The fracture 
involves the point of the articular surface of 
the joint and results in a dislocation, partial 
or complete, of the base of the first meta- 
carpal on the greater multangular. Anatomic 
replacement of the fragment is essential in 
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order to prevent development of traumatic 
arthritis and a painful hand. This can be 
done by closed means with a well-fitting plas- 
ter cast maintaining pressure against the base 
of the metacarpal and maintaining longi- 
tudinal traction on the thumb. Traction is 
best obtained by skeletal means. Occasionally 
skin traction will suffice, but this is not ad- 
vised. The traction and the pressure against 
the base of the first metacarpal must be main- 
tained continuously until healing has oc- 
curred, which will be a minimum time of 
three weeks, usually longer in the older in- 
dividuals. If anatomic reduction cannot be 
obtained by closed means, open reduction 
should be done immediately. The open re- 
duction is done and the fragments are main- 
tained in position by the use of Kirschner 
wires or by wire loops. After internal fixation 
immobilization is necessary for three weeks; 
then motion may be started. It is extremely 
important that good healing in practical 
anatomic position be obtained in this partic- 
ular fracture, otherwise traumatic arthritis 
will result and the thumb will be painful on 
nearly all grasping motions. If this fracture 
heals in malposition and degenerative ar- 
thritis has occurred, a fusion of this carpo- 
metacarpal joint will be necessary to give free- 
dom from pain. This results in some limita- 
tion of motion of the thumb, but gives pain 
free motion and gives satisfactory functional 
use of the thumb. 


Open Fractures 


If any of the fractures described above are 
open or compound fractures, the treatment 
is essentially the same. The debridement is 
done as in other open wounds and, in the 
hand as in the face, preservation of as much 
skin as possible is essential. If there are as- 
sociated nerve injuries, they may be repaired 
either primarily or secondarily. If there are 
associated tendon injuries, our usual prefer- 
ence is to do a delayed repair of the tendons 
unless the damaged tendon is an extensor. 
Injuries of the extensor tendon are usually 
repaired primarily, while injuries of the flexor 
tendon are repaired secondarily, six to eight 
weeks later by the appropriate method, which 
is most commonly a tendon graft. In most 
instances fractures associated with open 
wounds can be easily visualized and the re- 
duction may be anatomically made under 
direct vision. In such cases it is usually quite 


SOUTHERN MEDICAL JOURNAL 


MAY 1957 


easy to maintain the anatomic reduction by 
pinning with a Kirschner wire usually placed 
obliquely across the fracture line. If Kirsch. 
ner wires are used in this manner they are 
usually cut off just below the skin, so that 
they will not be a source of infection and 
may be removed at a later date under local 
anesthesia. 


In most open wounds immobilization 
should be carried out for a minimum of three 
weeks, and if the damage has been severe, 
even four or five weeks are necessary before 
starting active motion. 


Summary 


The principles of management of fractures 
of the hand have been discussed. Most frac- 
tures of the hand can be best treated by closed 
methods and immobilization in a plaster or 
metal splint. Internal fixation may be neces- 
sary on some fractures and is best secured by 
Kirschner wire fixation. Only occasionally 
will open reduction be necessary. Immobiliza- 
tion is carried out for a minimum of three 
weeks, and longer if there is no clinical evi- 
dence of union, before motion is started. 


In open wounds associated with fractures, 
the essential rules concerning fracture treat- 
ment is unchanged. Immobilization may be 
necessary for a somewhat longer period be- 
cause of the soft tissue damage. 


Discussion (Abstract) 


Dr. John P. Adams, Washington, D. C. Dr. Riordan 
has covered a highly important subject clearly and 
completely. Throughout this presentation emphasis 
has been placed on the functional result. The neces- 
sity of having x-ray evidence of healing of these frac- 
tures is not mentioned once. Fracture lines may per- 
sist for weeks and even months by x-ray after clinical 
healing has occurred and a complete functional re- 
sult has been obtained. Dr. Riordan mentioned the 
disability that may occur with rotation of the distal 
fragments in fractures of the metacarpals. I would 
like to add that a similar disability will occur with 
rotation of the distal fragment in fractures of the 
proximal phalanges. 

Physicians who treat fractures in the hand should 
have included in their office equipment tin snips, 
pliers and sheet aluminum for the preparation of 
splints. Tongue blades should never be used in defini- 
tive splinting of hand injuries. Immobilization of a 
normal proximal interphalangeal joint in full ex 
tension for a few weeks can produce severe disability. 
In a traumatized finger adhesions often form between 
the lateral bands and the joint capsule that will cause 
permanent disability and require surgical release. 

I wish to thank Dr. Riordan for the privilege of 
discussing his excellent paper. 
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Internal Procidentia of the Rectum: 


HENRY B. ASMAN, M.D.,ft Louisville, Ky. 


By proper evaluation of the history and adequate maneuvers in the examination this 
condition can be diagnosed. The author discusses the management as well. 


THERE ARE FEW CONDITIONS in the field of 
proctology in which there has been such con- 
fusion in nomenclature over the years as in 
prolapse or procidentia of the rectum. Many 
classifications have been presented, some based 
on the coats of the bowel wall that are in- 
volved, some on the site of origin of the de- 
scent, and others on a combination of the two. 
Some authors indicate the degree of prolapse 
from above downward; others from below up- 
ward. Many have used the terms prolapse 
and procidentia interchangeably, while others 
make a definite distinction between the two. 

Tuttle! said that the word prolapse is the 
generic term and is applicable to all forms 
of the condition and, further, that the two 
words, prolapse and procidentia, are identical 
in meaning. 

The title of this paper, as most will recog- 
nize, is taken from Bacon’s® classification of 
the disease. It is synonymous with Tuttle’s! 
“complete prolapse, third degree” and with 
Buie’s* “concealed prolapse.” The condition 
may be defined as an abnormal descent or 
downward displacement, in which the upper 
segment of the rectum is invaginated into the 
lumen of the lower rectum but does not pro- 
trude through the anal orifice. Sigmoidal 
procidentia or intussusception of the sigmoid 
into the rectum may be included, for the pur- 
pose of this discussion, since the symptoms, 
diagnosis, and treatment of the two conditions 
are essentially the same. 

It is interesting to note that internal pro- 
lapse or procidentia is included in almost ev- 
ery classification to be found in any of the 
textbooks on proctology. In most instances a 
brief but adequate description of the symp- 
tomatology is given. In the sections devoted 
to therapy, however, any mention of the treat- 


*Read before the Section on Proctology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

+From the Section on Proctology, Department of Surgery, 
St. Joseph Infirmary, Louisville, Ky. 


ment of this distressing and sometimes dis- 
abling condition is rare, indeed. Granet,* pre- 
ferring to term this condition a sigmoidorectal 
intussusception, describes the symptoms and 
findings upon examination, and has de- 
veloped a simple roentgenographic technic® 
for its demonstration. However, he recom- 
mends only conservative treatment. In his 
words, “constant reassurance, skillful expect- 
ant management of symptomatic episodes, 
and considerable patience on the part of the 
physician as well as of the patient should re- 
sult in satisfactory therapeutic results.” Rather 
typical psychotherapy for a demonstrable 
physical entity! 

In the American and British medical litera- 
ture of the past several years, there has been 
an average of about twenty articles per year 
devoted to the classification, diagnosis and 
treatment of prolapse of the rectum. In none 
of them have we been able to find any dis- 
cussion of internal procidentia. 


Etiology 


It is not the purpose of this paper to dis- 
cuss the etiology of rectal procidentia. We 
believe, as do most recent writers on the sub- 
ject, that this condition is a sliding hernia 
through the pelvic fascia. We agree with 
Frykman® that other abnormalities are essen- 
tial for the descent of the bowel: (1) an ab- 
normally deep cul-de-sac or retrovesical pouch; 
(2) an abnormally loosely suspended rectum; 
and (3) a mobile redundant sigmoid colon 
with a long mesentery. When these predis- 
posing causes are present, any one or more of 
a number of exciting causes may initiate the 
development of the pathologic entity. 

It is obvious that prolapse of the rectum 
does not develop suddenly, but is a progres- 
sive condition over a period of months and 
years. Frykman,’ in his excellent paper on the 
surgical treatment of rectal procidentia says, 
“Some or all of these symptoms as a rule had 
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been present for years prior to the actual 
eversion of the rectum. Some patients had 
apparently been treated as having functional 
bowel problems before the rectal procidentia 
became evident to explain the origin of the 
symptoms.” 

Thus, it seems not unreasonable to believe 
that these patients had been suffering from 
“internal procidentia” for years, and that they 
had been misdiagnosed and _ mistreated 
through a lack of appreciation of the signifi- 
cance of the symptoms because of an inade- 
quate examination. I believe that internal 
procidentia is merely a stage in the develop- 
ment of complete or external procidentia, that 
it is symptomatically present for a varying but 
usually prolonged period prior to actual pro- 
trusion of the rectum through the anus, and 
that it can and should be diagnosed by means 
of a careful history and complete proctologic 
examination. 


It is likewise unreasonable to demand “‘ex- 
ternal prolapse” as the major criterion for the 
institution of definitive treatment of this con- 
dition. Since the same anatomic defects and 
abnormalities are present during the period of 
internal prolapse, and are aggravated and ac- 
centuated by time and the exciting causes un- 
til eversion through the anus occurs, the same 
surgical principles should be applied in the 
treatment of internal prolapse as are presently 
advocated for complete external prolapse. Of 
course, anorectal or perineal surgery is not re- 
quired or indicated unless there is, in addi- 
tion to the procidentia, a marked redundancy 
of the mucosa of the lower rectum. There is 
no logic behind the conservative treatment of 
patients in whom this diagnosis has been estab- 
lished, with the risk of creating “bowel neu- 
rotics” (as has been the case too often), merely 
waiting for the bowel to appear through the 
anal orifice before recommending surgical in- 
tervention. 


Diagnosis 

The symptoms of internal procidentia of 
the rectum are quite characteristic. A feeling 
of fullness or pressure in the rectum is the 
chief complaint in a majority of instances. 
This is most noticeable on standing for pro- 
longed periods and on sitting. Many of these 
individuals have noted that the pressure is 
relieved on lying down and that it is not pres- 
ent on arising in the morning, but is usually 
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initiated by defecation. Long-standing consti. 
pation or obstipation is present in almost eyery 
case. Ever increasingly drastic laxatives ang 
purgatives, as well as enemata, produce little 
or no results; the patient frequently is aware 
of an increasing difficulty in expelling even 
soft or liquid stools. A number of them have 
stated that “something drops down and blocks 
the opening.” 

When success has been attained in defeca. 
tion, the patient is left with a sense of incom. 
plete evacuation—a condition which in reality 
exists since the initial bowel movement is 
ually followed at one or two hour intervals by 
one or more smaller passages. This would 
seem to indicate that the descent of the bowel 
wall into the rectum has effectively obliterated 
the lumen before the bowel has been com. 
pletely evacuated, and that additional stool 
drops down into the lower rectum only after 
the procidentia has been at least partially re. 
duced with the cessation of straining. 


Aching pain in the lower back, the hips and 
the thighs is a frequent complaint. The pas- 
sage of mucus, frequently blood-tinged, is com- 
mon. 

The diagnosis of internal procidentia is not 
difficult, although it is frequently overlooked. 
The symptoms are characteristic, if not path- 
ognomonic, and the examiner should therefore 
be on the alert for this entity, especially when 
his routine sigmoidoscopy fails to reveal any 
organic disease to account for the patient's 
complaints. 

The almost universal use of the inverted po- 
sition for sigmoidoscopy is, in my opinion, 
chiefly responsible for the fact that this con- 
dition is so often overlooked. This position, 
together with one atmosphere of pressure, as 
Nesselrod® points out, usually facilitates the 
reduction of the prolapse. It is our practice, 
therefore, to repeat the examination with the 
table returned to its starting position or, bet- 
ter still, with the patient in the left lateral 
position. Then, with the patient straining 
as in the act of defecation, the invagination of 
the bowel is readily visualized and may be 
followed downward as the scope is slowly 
withdrawn. 

X-ray examination of the colon invariably 
reveals a long, redundant bowel, especially 
marked in the sigmoid loop. In patients in 
whom there is a history of previous pelvic i- 
flammatory disease or pelvic operation, the 
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x-ray study may demonstrate fixation of the 
long sigmoid loop in the cul-de-sac with kink- 
ing and angulation of the bowel. 


Treatment 


The treatment of internal procidentia may 
be divided into the conservative and the de- 
finitive approach. The conservative treatment 
should be reserved for patients having very 
mild symptoms, the aged, the poor surgical 
risks, the emotionally unstable, and, as a poor 
alternative, for those who refuse definitive 
surgical treatment. It has very little to offer. 
It consists of the same measures for the regu- 
lation of diet, the use of enemata rather than 
strong laxatives, tonics, vitamins, exercise, and 
the like, for the improvement of the general 
health, as has been recommended for the con- 
servative management of external prolapse. 


The definitive treatment of internal proci- 
dentia implies the correction, by an abdomi- 
nal operation, of the basic anatomic abnormal- 
ities which led to the descent of the bowel. In 
attempting to evaluate a patient for surgical 
intervention, we have made use of what may 
be called the “knee-chest test.” When the 
diagnosis has been established, the patient is 
shown how to assume the knee-chest position 
and instructed to assume that position when- 
ever the sense of pressure or fullness in the 
rectum becomes particularly severe, and to re- 
main in the position for at least five minutes. 
They are then asked to note carefully the de- 
gree to which the symptoms have been re- 
lieved when they arise to an erect position. 
It is felt that should this position reduce the 
procidentia and relieve the symptoms, a surgi- 
cal procedure designed to fix the bowel in this 
position and eliminate the possibility of fur- 
ther descent should completely and perma- 
nently correct the condition. 

In order to accomplish this objective, our 
experience has showed that a modification of 
the combined procedure recommended by Ba- 
con* has proved most successful. The rectum 
and rectosigmoid are mobilized and drawn 
upward until taut. The lateral ligaments are 
shortened by plication with Denonvillier’s 
aponeurosis or its analogue by means of four 
or five silk sutures, thus forming a sling to 
support the anterior wall of the rectum. The 
redundant loop of sigmoid is then resected 
and an end-to-end anastomosis carried out, 
following which the bowel is fixed to the 


fascia of the psoas minor muscle with inter- 
rupted silk sutures. The cul-de-sac or recto- 
vesical pouch is obliterated and, finally, all 
raw surfaces are peritonealized. We have not 
felt that uterine suspension was necessary in 
our cases. 


Discussion 


In a review of the records of approximately 
3,000 consecutive patients with complaints re- 
ferable to the colon, rectum and anus, it was 
found that internal procidentia or prolapse 
was noted in 169 cases. As might be expected, 
the mucosa alone was involved in 102 cases, 
or 60 per cent. In the remaining 67 cases the 
invagination of all coats of the bowel wall 
could be demonstrated or their involvement 
indicated with some degree of certainty. Ev- 
ery effort was made to eliminate from this 
study those patients who presented merely ex- 
cessive redundant mucosa in conjunction with 
large prolapsing internal hemorrhoids. No 
children were included in the study. 

Although surgery offers the only hope of 
cure in internal procidentia, it is obvious that 
a surgical procedure of the magnitude de- 
scribed above cannot be recommended for 
every patient in whom the diagnosis is made. 
Factors such as the age and general physical 
condition of the patient, the severity of the 
symptoms, the degree of disability, and the 
emotional stability of the individual must be 
considered. It has been pointed out that many 
of these patients are “bowel neurotics,” and it 
is doubtful that they can be fully rehabilitated 
unless surgical treatment is supplemented by 
psychotherapy, a course of action that is not 
always feasible or acceptable to the patient. 
Those most amenable to definitive surgical 
treatment are the individuals in whom the 
procidentia produces symptoms sufficiently se- 
vere to interfere with their work, and in whom 
bed rest and the knee-chest position provide 
complete relief of the symptoms. 

Ten patients have been submitted to the 
surgical procedure described above, or to a 
modification of it. Follow-up studies from six 
months to six years after operation have re- 
vealed no evidence of recurrence of the 
procidentia in any of these cases. There has 
been complete or marked relief of symptoms 
in 8 of the 10 cases. The two failures were 
in patients who were not well chosen from 
the viewpoint of emotional stability and, de- 
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spite the fact that the procidentia was cor- 
rected, the feeling of pressure and fullness re- 
lieved, and the constipation improved, these 
patients continue to present a wide variety of 
functional complaints. 


Our first patient, a 28 year old man, had undergone 
four surgical procedures in the previous five years for 
the correction of external prolapse. He had had one 
abdominal operation (plication of the mesentery of the 
sigmoid) and three perineal operations, including a 
Thiersch procedure, and an extensive amputative pro- 
cedure, the latter at one of the larger clinics. The 
bowel no longer protruded through the anus, but the 
patient complained that he still had a sense of fullness 
in the rectum and had extreme difficulty in emptying 
the bowel. Proctoscopic examination in the left lateral 
position revealed marked internal procidentia of the 
bowel. Fixation of the colon and rectum with obliter- 
ation of the rectovesical pouch was carried out in May 
of 1949. Sigmoidectomy did not seem to be indicated 
in this case. Recovery was uneventful and examina- 
tion six years following operation showed no recurrence 
of the procidentia and complete relief from his dis- 
tressing symptoms. 


Two patients had previously had a hyster- 
ectomy. The weakening of the pelvic floor 
and the adhesions in the cul-de-sac incident 
to that operation appeared to be contributing 
causes in the development of the procidentia. 


Another patient, a 43 year old nun, gave a history 
of hemorrhoidectomy and excision of prolapsing mu- 
cous membrane in 1946, and the vaginal repair of a 
cystocele and rectocele in 1949. She presented herself 
in 1952, complaining of fullness and pressure in the 
rectum, difficulty in expelling the stool, especially 
when soft, and of urinary incontinence on straining 
and coughing. Examination revealed an_ internal 
procidentia of the rectum and a prolapse of the 
uterus. At operation the fascial and ligamentous tis- 
sues in the pelvis were found to be weak and inef- 
fective. A total hysterectomy was done, followed by 
fixation of the rectum and obliteration of the cul-de- 
sac. When last examined this patient had complete 
relief from her symptoms. 


Summary 


Internal procidentia of the rectum is a not 
uncommon condition but one that is fre- 
quently overlooked when the patient is ex- 
amined in the inverted position. It represents 
a stage in the development of external pro- 
lapse. Certain anatomic defects and abnormal- 
ities lead to the development of procidentia, 
and the successful correction of the condition 
requires a combined abdominal procedure. 
Ten patients have been operated on for in- 
ternal procidentia, with correction of the 
procidentia in all ten and relief of symptoms 
in eight. 
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Discussion (Abstract) 


Dr. F. J. Burns, St. Louis, Mo. Dr. Asman has pre- 
sented a thoughtful and clear picture of this rather 
uncommon condition, and I am happy to have the 
opportunity to discuss it. 

Very often during an endoscopic examination when 
the patient strains either voluntarily when asked to do 
so, or involuntarily because of discomfort, one will ob- 
serve a prolapse of the lower pelvic colon into the 
rectum. A certain degree of such prolapse or intus- 
susception is within normal limits, and certainly one 
should be able to determine this point in conjunction 
with a careful history. However, such a descent in 
any marked degree should be associated with some 
signs or symptoms, and I agree with Dr. Asman that 
an internal or “concealed” type of procidentia will un- 
doubtedly become external in type if it is uncorrected, 
and if the subject lives long enough. Except in in- 
fants and children, [ have not encountered an internal 
or concealed type of procidentia. 

In infants and children I have observed this ab- 
normality many times. It is often misdiagnosed as 
some form of colic and therefore not treated ade- 
quately, even though in the vast majority of such cases 
the child will “out grow” the condition, and conserva- 
tive therapy is usually all that is necessary. 

An accurate history and the thorough examination of 
patients with internal procidentia have been well em- 
phasized by the essayist. The use of the left lateral 
position in addition to the knee-chest position should 
be a definite aid. By the same token an adequate 
digital examination with the patient in the left lateral 
position should aid in the diagnosis. 

In the elderly or poor surgical risk patient, I prefer 
the amputative type of operation as outlined by Miles 
in 1933. This type of operation is well tolerated, and 
any necessary perineal operation can easily be done 
at the same time. 

I congratulate Dr. Asman on his fine, interesting 
paper. 

Dr. Robert S. Smith, Washington, D. C. 1 am very 
pleased to have the opportunity to discuss this very 
excellent paper of Dr. Asman’s. He has outlined the 
diagnostic criteria and the most satisfactory method 
of coping with the very real problem of internal 
procidentia. 


There are two points on which I would like © 


1. 
2. 
4. 
5. 
6. 
7. 
8. 
9. 
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comment. The first is the matter of the diagnosis. 
In checking our own records I find that for a com- 
jarative period, or a comparative number of cases, 
we fall short of the number of cases found by Dr. As- 
man. I do not believe the incidence of this condition 
is any greater in his locality. More likely, we are not 
looking for the diagnostic criteria as astutely as is Dr. 
4sman. The frequency with which any condition is 
diagnosed will vary directly with our index of sus- 
icion. 1 wonder how many of you, right now, can 
think back on one or more patients you have seen in 
the recent past, on whom internal procidentia might 
have been a possible diagnosis, had your index of sus- 
picion been higher and a more intensive investiga- 
tion been carried out. As Dr. Asman has pointed out, 
internal procidentia is merely a stage in the develop- 
ment of complete procidentia. Many of us may be 
classifying the very early stages of this condition under 
the general category of improper bowel habits. 

This brings me to my second point. In its milder 
form, or possibly its early stages, internal procidentia 
probably originates from this general category, “im- 
proper bowel habits.” 

Consider, for a moment, the manner in which the 
lower bowel functions. When there is an adequate 
amount of material of proper consistency present in 
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the colon, propulsion by normal peristaltic movement 
can take place. When the urge for elimination is 
respondent to, the cooperative action of the -normal 
contraction of bowel wall, combined with increased 
intra-abdominal pressure results in the normal pas- 
sage of the bowel contents. 


Consider now, if there is only a small amount of 
inspissated material present in the bowel, the peristaltic 
activity must be much greater with extreme narrowing 
at the point of peristaltic contraction. Also, intra- 
abdominal pressure must be extreme to complete the 
expelling force. Could this not, then, contribute to 
the intussusception process? Dr. Asman quoted Dr. 
Frykman on a number of abnormalities essential for 
the descent of the bowel, but certainly these improper 
bowel habits may be the exciting factor. Instead of 
labeling many of these patients as psychoneurotic, pos- 
sibly a little more time spent with them in helping 
them understand bowel function and helping them 
work out a program of bowel management to suit their 
individual needs would be of much more service to 
them. 


Once the condition has proceeded beyond a certain 
point, then, I am sure that the surgical procedure out- 
lined by Dr. Asman will yield the most satisfactory 
results. 


One of the nicest things you can do, doctor, 


for an intern or resident friend is to give him a 


complimentary subscription to the Journal. See 


order form and special rate in this issue. 
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Dangers in the Use of Topical 
Corticosteroids in Disorders of the Eye 


EVERETT R. VEIRS, M.D.,t Temple, Tex. 


The author warns against the indiscriminate use of combinations 


of corticosteroids and antibiotics in the eye. 


BECAUSE THE CORTICOSTEROIDS ARE TRULY 
“WONDER DRUGS,” their widespread use is to be 
expected in almost every sphere of medicine. 
The results of their use in disorders of the 
eye can occasionally match the spectacular 
improvements seen in diseases of other parts 
of the body. Unfortunately, the pendulum has 
swung to the extreme in topical use of the 
corticosteroids for disorders of the eye. 


Physicians are constantly bombarded with 
literature from the pharmaceutical firms laud- 
ing the highly beneficial effect of these drugs 
when used topically in the eye. I have yet to 
see any mention by these firms of dangers 
from, or contraindications to their use. 
Ophthalmologists are seeing an increasing 
number of complications in the eye as the 
result of the topical use of corticosteroids. 
General practitioners, as well as other phy- 
sicians who may at times prescribe these drugs 
for disorders of the eye, may not be aware of 
the potential danger. 


In order to make the topical use of the 
corticosteroids especially inviting, almost 
every pharmaceutical company has combined 
one of the antibiotics with its steroid prepar- 
ation. The representative of one of our largest 
pharmaceutical firms stated that the sale of 
its topical ophthalmic steroid preparation 
dropped to a very low point because it did 
not market a preparation combining an anti- 
biotic with a steroid. The combination of 
antibiotics and the corticosteroids is without 
justification. 

When one prescribes topical ophthalmic 
medication, an antibiotic, if needed for an 
infection, should not be combined with a 
corticosteroid, which may tend to aggravate 
the infection. By the same token, if a corti- 
costeroid is indicated for topical use in iritis, 


tFrom the Scott and White Clinic, Temple, Tex. 


for example, the addition of an antibiotic 
serves no useful purpose. Some antibiotics 
irritate the eye, and occasionally allergic re. 
actions occur. In theory the combination of a 
corticosteroid and an antibiotic seems good, 
If there is a surface infection, such as con- 
junctivitis, in addition to an allergic condi- 
tion of the eye, the combination would seem 
logical. Another reason given for this com- 
bination is that, if the corticosteroids are used 
topically an infection might develop that 
would be masked by those hormones. The 
antibiotics are combined with the corticos- 
teroids to combat that tendency. This com- 
bination, however, is seldom an advantage in 
actual practice. 

One of the greatest disadvantages of com- 
bining an antibiotic and a corticosteroid is 
that the combination is looked upon as a 
“cure-all, shotgun” preparation to be pre- 
scribed for any and every complaint of the 
eye without making much effort at proper 
diagnosis. 

Physicians frequently hear complaints 
about eyes. Some of these complaints are 
functional; a few are the result of organic 
disorders, which may run the gamut from the 
trivial to the serious. The general practitioner 
and the pediatrician, as well as other phy- 
sicians in addition to the ophthalmologist, see 
these patients having complaints about their 
eyes. Unless the problem is deemed serious, 
the physician who first sees the patient usual- 
ly prescribes some medication. The diagnosis 
is not always clearly established under these 
circumstances. The doctor prescribes either a 
solution or an ointment for the eye which is 
considered safe and that, it is hoped, will 
clear up the disorder of which the patient 
complains. 


Before the advent of the corticosteroids an 
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antiseptic or an antibiotic was usually pre- 
scribed. If there was no improvement, at 
least no great harm resulted from the medi- 
cation. Serious complications may result from 
the topical use of corticotropin in the eyes. 
Hogan and associates! noted many compli- 
cations following the use of these potent 
drugs. They observed 5 patients having 
dendritic ulcer treated with topical hydro- 
cortisone who rapidly developed disciform 
keratitis, 3 of which perforated. Ley and 
Sanders? reported 3 instances of fungal kera- 
titis which resulted in enucleation of the eye 
following the topical use of an antibiotic and 
corticotropin combination. Allen* reported 2 
instances of corneal perforation following the 
topical use of corticosteroids. Hogan and as- 
sociates! reported an increase in the incidence 
of dendritic ulcers (5 cases) of the cornea 
found in patients treated with local corticos- 
teroids for other conditions. 


I have observed several instances in which 
dendritic ulcers were aggravated markedly fol- 
lowing the topical use of corticosteroids. One 
patient with a dendritic ulcer had had corti- 
sone injected subconjunctivally, adjacent to 
the limbus. The ulcer had become markedly 
worse, requiring several weeks to heal. Part 
of the ulcer adjacent to the location of the 
cortisone injection was the last to heal. 

One of the tragic things about complica- 
tions developing from the topical use of corti- 
costeroids is that the pain frequently is re- 
lieved by these drugs while the condition of 
the eye deteriorates. The eye may become less 
infected even while a corneal perforation is 
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developing; hence the patient and the phy- 
sician are led to a false sense of security. Be- 
fore the corticosteroids are used for any dis- 
order of the eye, a correct diagnosis is most 
essential. The detection of any untoward re- 
actions depends upon frequent observation of 
the patient receiving this type of medication. 


Summary and Conclusions 


1. The topical application of corticos- 
teroids for certain disorders of the eye is most 
valuable. 


2. The combination of corticosteroids with 
antibiotics or antiseptic preparations is with- 
out justification in treatment of ophthalmic 
disorders. If a corticosteroid is indicated, sel- 
dom, if ever, does the addition of an anti- 
biotic or antiseptic preparation serve any use- 
ful purpose, and it may result in irritation. 
Conversely, if an antibiotic or antiseptic is 
needed for an infection, the addition of a 
corticosteroid may aggravate the infection. 


3. It is of the upmost importance to make 
the proper diagnosis before such powerful and 
potentially dangerous drugs as corticosteroids 
are used topically in disorders of the eye. 
With the misuse of these drugs, serious com- 
plications, including the loss of eyes, may 
result. 
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X-Ray Therapy in the Private Practice 


of Dermatology: 


DAVID GOE WELTON, M.D., Charlotte, N.C. 


Three dermatologists have collaborated in a study to learn to what 
use they put x-ray therapy in their dermatologic practice. 


“How MUCH DO YOU USE YOUR X-RAY MA- 
cHINE?” “Do you give much x-ray therapy in 
your office?” These questions are commonly 
heard and overheard at gatherings of derma- 
tologists; answers range from “very little” to 
“a fair amount.” In order to answer this 
question accurately for myself, I tabulated the 
number of x-ray treatments and the condi- 
tions for which they were given in my office 
during six months of 1954. This was reported 
during a panel discussion of x-ray therapy at 
the Academy of Dermatology in Chicago, De- 
cember, 1954, and aroused the interest of 
Francis Lynch, another member of the panel, 
who subsequently recorded similar data in 
his office in St. Paul (Minnesota) during one 
month in 1955. In response to my request 
made some months later, Drs. Lynch and 
Harry Arnold, Jr. (Honolulu) agreed to tab- 
ulate the number of patient-visits and x-ray 
treatments given in their offices during the 
first eight months of 1956. I did likewise and 
this is a report of these data. During this 
period, a total of 24,944 patient-visits were 
recorded: 10,815 by Lynch, 7,947 by Welton, 
and 6,182 by Arnold; 4,630 x-ray treatments 
were given in all (Table 1). 

This material, then, comes from three 
separate private practices of dermatology con- 
ducted in three widely separated areas. Cer- 
tain qualifying factors should be kept in mind 
while evaluating these data: (1) the type of 
practice; (2) the location of the practice; and 
(3) the individual’s policy regarding the use 
of x-ray therapy for each specific diagnosis 
listed. The reasons for this policy, and in gen- 
eral the pros and cons of the use of x-ray 
therapy in any or all of the listed dermatoses 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 


are not considered in this discussion. This ye 
port is, by intention, merely a record of what 
was done (not why) in these three offices dur. 
ing eight months of 1956. 

Arnold has been in private practice since 
1939 as a member of a clinic group in Hono. 
lulu, now 32 in number; his practice is large- 
ly a diagnostic one and he averages two visits 
per patient in this series. As the only derma. 
tologist in his group he sees many patients 
who come to the clinic primarily for some 
other condition but who also have a derma. 
tologic problem. His number of “new pa- 
tients” is 48 per cent of the total number of 
his patient-visits (Table 2). All of these were 
not actually “new patients;” in this category 
he included all “first visits” for any new diag 
nosis. Eleven per cent were old patients who 
returned with a new condition.* In the offices 
of Lynch and Welton, on the other hand, all 


*In a detailed analysis of 431 consecutive patient-visits, 
Arnold found that 57 per cent were “return visits,” 11 per 
cent were old patients with a new diagnosis, 20 per cent were 
“new” to him but “old” to his group, and 11.5 per cent 
were ‘“‘new” to the group and to him. 


TABLE 1 


TOTALS OF PATIENT-VISITS AND OF X-RAY 
TREATMENTS 


Number of 
Patient-Visits 


Number of X-ray 


8 Months Period 
1956 Treatments Given Per Cent 


Arnold 6,182 419 67 

Lynch 10,815 1,713 15.8 

Welton 7,947 2,498 314 
TABLE 2 


NUMBER OF NEW PATIENTS SEEN 


8 Months Period 1956 Arnold Lynch Welton 
Total number of 
new patients 2,981 2,547 931 
Per cent of total ‘ 
patient-visits 48 24 2 
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the “new patients” tabulated were patients 
never previously seen by them. Lynch (St. 
Paul) has the largest practice. It is consulta- 
tive in type (24 per cent of the patient-visits 
were by new patients) in comparison with 
Welton’s which is more of a therapeutic prac- 
tice (12 per cent of the patient-visits were new 
patients; Table 2). Thus the type of practice, 
as well as the policy of the practitioner, does 
have a direct bearing on the frequency of the 
use of x-ray therapy. Arnold used it in 6.7 per 
cent of his total patient-visits, Lynch in 15.8 
per cent, and Welton in 31.4 per cent. 

The racial components of a practice affect 
the incidence of the various dermatologic 
conditions encountered, and these, in turn, 
influence the amount of x-ray therapy used 
in that practice. Of Lynch's patients 99.5 per 
cent are white. Welton’s practice is 90 per 
cent white; 10 per cent Negro. Arnold esti- 
mates his “office population” in 1956 as fol- 
lows: 

45 per cent Caucasian 

29 per cent Japanese 

9 per cent Chinese 

8 per cent Filipino 

6 per cent Mixed 

2.3 per cent Hawaiian 

and Korean 

Another factor which, of course, guides the 
dermatologist in deciding for or against x-ray 
therapy in each individual case is the amount 
of ionizing radiation to which the patient has 
previously been exposed. (This was not tab- 
ulated in the present study). 


Variations in Incidence 


To get an impression of the dermatologic 
problems most common in each of the three 
areas represented, we may consider several 
sources. Arnold! published, in 1946, a tabula- 
tion of 3,948 consecutive dermatologic diag- 
noses made in his practice before and after 
the War. The 10 most common diagnoses in 
order of frequency were: tinea, all types; 
chronic contact dermatitis; acne vulgaris; 
neurodermatitis; seborrheic dermatitis; im- 
petigo; dermatitis venenata; urticaria; pity- 
riasis rosea, and furuncle. 

Epithelioma is most common in Welton’s 
area, where its incidence is 157 cases per 
100,000 white population.2 During 1955, in 
Honolulu, the incidence of epithelioma was 
119 for Caucasians, 36.8 for Koreans, 10 for 
Chinese, 3.3 for Hawaiians, and 1.6 per 
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100,000 for Japanese. Exact data are not avail- 
able in Lynch’s area, but, generally, in the 
midwest the incidence is relatively quite low, 
being 25 per 100,000 in Chicago and Detroit.* 
During the first nine months of 1956 Arnold 
and Welton recorded the following totals 
among the six commonest categories of new 
diagnoses: 


Arnold Welton 
249 Acne (vulgaris and rosacea) 185 
369 Neurodermatitis 122 

Eczematoid dermatitis 121 
69 Dermatitis venenata 118 
117 Epithelioma 95 
102 Seborrheic dermatitis 85 
117 Pustular bacterid 


In St. Paul, Lynch reports a total of 4,475 
new diagnoses made in his practice during 
1955 (3,259 new patients). The most common 
diagnosis was neurodermatitis, recorded 672 
times; next was acne vulgaris, 380 times; 
third was dermatitis venenata, 262 times. (In 
the category of neurodermatitis, Lynch in- 
cludes atopic eczema and nummular eczema 
as well as the localized lichen simplex chron- 
icus.) Rein and Snider* reported that the in- 
cidence of lichen simplex chronicus is higher 
among Orientals in the United States than 
among Caucasians. Arnold’s data on this sub- 
ject, included in that article, confirmed this 
same finding in Honolulu where he found 
lichen simplex chronicus three times as com- 
mon among Japanese and Chinese as in 
whites, and seven times more common among 
Filipinos than among whites. 


Diagnostic Tabulations and Discussion 


In table 3 is presented the complete com- 
bined diagnostic tabulation listing the num- 
ber of treatments given by each physician lor 
each diagnosis. This diagnostic tabulation 
does not, of course, present an accurate pic- 
ture of each man’s practice; it is an accurate 
cross-section of his x-ray therapy practice. In 
an effort to keep the number of categories 
under fifty, some were grouped. Variations 
in the use of certain diagnostic designations 
by three physicians naturally cannot be com- 
pletely avoided; but the same basic list was 
used in all three offices for tabulating pur- 
poses. “Pustular bacterid” is used only by 
Arnold. He includes in this group “a fair 
number of cases that others would classify as 
‘fungus,’ a few that are really neurodermatitis, 
and a few that are really palmar or plantar 
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psoriasis.” Welton and Lynch, on the other 
hand, include “bacterid” with infectious 
eczematoid dermatitis. There may be some 


TABLE 3 
MASTER DIAGNOSTIC TABULATION 


Number of X-ray Treatments 


Given By Arnold Lynch Welton Total 
For 

Acne vulgaris, necrotica, 

and rosacea 21 203 523 747 
Atopic dermatitis 10 8 18 
Cheilitis, stomatitis, and glossitis 2 7 9 
Cyst: sebaceous, inclusion, synovial 16 4 4 24 
Dermatitis herpeti formis 
Dermatitis hypostaticum, phlebitis, 

and ulcers 2 40 31 73 
Dermatitis venenata 123 180 =. 303 
Dermatomycosis: (includes hand 

and foot, corporis, cruris, 

onychomycosis, id, and moniliasis) 6 67 45 118 
Dyshidrosis, hyperhidrosis, 

pompholyx 7 15 104 126 
Eczematoid dermatitis 

(including nummular) 16 2 62 80 
Epithelioma 20 258 446 724 
Erythema multiforme, E. nodosum, 

and E. induratum 6 10 16 
Folliculitis and sycosis 7 9 56 72 
Fox-Fordyce 3 3 
Furuncles 28 2 77 107 
Granuloma annulare 1 13 14 
Granuloma pyogenicum 1 3 4 
Hemangioma 2 70 72 
Hematoma 5 5 
Herpes simplex 

(including recurrent) 16 4 18 38 
Herpes zoster 1 20 21 
Hidradenitis suppurativa 3 8 11 
Hyperkeratosis (including 

keratoderma climactericum) 2 2 
Impetigo 1 2 3 
Infectious eczematoid dermatitis, 

including intertrigo 65 201 266 
Insect bite 4 1 5 
Keloid and scar 109 55 8 172 
Keratosis follicularis 1 1 
Keratosis senilis 4 4 
Leukoplakia 3 3 
Lichen planus 5 27 39 71 
Lymphoblastoma 4 1 5 
Neurodermatitis, localized, and 

neurotic excoriations 19 425 234 678 
Otitis externa 6 26 16 48 
Paronychia 42 41 85 
Perléche 5 5 
Phrynoderma 1 1 
Pityriasis rosea 1 26 27 
Pruritus (ano-genital) 59 55 114 
Pruritus (senile and hiemalis) 8 8 
Psoriasis 23 24 56 103 
Pustular bacterid 51 | 
Pyoderma: (includes abscess, 

cellulitis, erysipeloid and 

lymphadenitis 20 2 19 41 
Schamberg’s (pseudo purpura) 5 5 
Seborrheic dermatitis, blepharitis 

and stye 16 13 154 183 
Wart 16 122 16 154 
Weber-Christian 2 2 
Not Diagnosed 2 8 10 


Total 419 1,713 2,498 4,630 
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TABLE + 


ARNOLD'S EIGHT MOST FREQUENT DIAGNOsgs 
RECEIVING X-RAY LHERAPY 


Number of X-ray Per Cent 
Diagnosis Treatments Given of 419 
Keloids* 109 26 
Bacterid 51 12 
Furuncles 28 7 
Psoriasis 23 5 
Acne 21 5 
Pyoderma 20 4 
Epithelioma 20 4 
Neurotic excoriations 19 4 
Total 291 70° of 419 


*Post surgical, prophylactic irradiation 


overlapping here with plain “eczematoid der- 
matitis” too. While many cases of anogenital 
pruritus are neurodermatitis, all are not, and 
they are therefore listed separately. 

Let us consider first the eight most common 
conditions treated by x-ray therapy in each of- 
fice (Tables 4, 5, and 6). In Arnold's office, 
keloids received 26 per cent of all x-ray ther- 
apy given, more than twice as much as any 
other one condition (Table 4). Virtually all 
of these keloids were postoperative, “prophy- 


TABLE 5 


LYNCH’S EIGHT MOST FREQUENT DIAGNOSES 
RECEIVING X-RAY THERAPY 


Per Cent 


Number of X-ray 

Diagnosis Treatments Given of 1,713 
Neurodermatitis 425 24 
Epithelioma 258 15 

Acne 203 11 
Dermatitis venenata 123 7 
Wart 122 7 
Hemangioma 70 4 
Fungus 67 3 
Infectious eczematoid dermatitis 65 3 
Total 1,335 77% of 1,713 


TABLE 6 


WELTON’S EIGHT MOST FREQUENT DIAGNOSES 
RECEIVING X-RAY THERAPY 


Number of X-ray Per Cent 
Diagnosis Treatments Given of 2,498 
Acne 523 21 
Epithelioma 446 18 
Neurodermatitis 234 9 
Infectious eczematoid dermatitis 201 8 
Dermatitis venenata 180 7 
Seborrheic dermatitis 154 6 
Dyshidrosis 104 4 
Furuncles 77 3 
Total 1,919 76% of 2,498 
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TABLE 7 


SUMMARY—PER CENT OF EACH MAN’S TOTAL 
NUMBER X-RAY TREATMENTS GIVEN FOR 
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TABLE 8 


TOTAL X-RAY TREATMENTS—THREE OFFICES—TOP 
TEN CONDITIONS (75 per cent of the 4,630 treatments) 


Diagnosis Arnold Lynch Welton 
Acne 5 1] 21 
Bacterid and I. E. D. 12 3 8 
Dyshidrosis 1 4 
Epithelioma 4 15 18 
Furuncle 3 
Fungus 1 3 1 
Hemangioma 4 

Keloid 26 3 
Neurodermatitis 4 24 9 
Pyoderma 4 

Seborrheic dermatitis 3 6 
Dermatitis venenata 7 "7 
Wart 3 7 


(Blank areas indicate less than 1 per cent) 


lactic’ treatments, Arnold says. Many were 
midrectus laparotomy scars excised at a sub- 
sequent laparotomy and referred to him by 
the surgeon for “prophylactic irradiation” to 
prevent recurrence of keloid. (Welton rarely 
encounters this type of problem.) Pustular 
bacterids are second with 12 per cent of the 
total, and the next six listed are not far apart, 
percentagewise. One of the statistical para- 
doxes which occur in this type of report is 
illustrated in the case of psoriasis. Arnold 
states that he sees “very little psoriasis” and 
rarely treats it with x-ray, yet it received 5 
per cent of his total number of x-ray treat- 
ments. This is understandable when one 
realizes that his total number of x-ray treat- 
ments for ALL conditions is small (419 com- 
pared to 1,713 or 2,498); 5 per cent of his total 
is, therefore, not a significant number. 

In the practices of Lynch and Welton, the 
same three conditions, namely, acne, epithelio- 
ma, and neurodermatitis, receive most of the 
xray therapy (Tables 5 and 6). In Lynch's 
office neurodermatitis is the most commonly 
treated condition, receiving 24 per cent of the 
xray therapy given, epithelioma is second 
with 15 per cent, and acne third with 11 per 
cent. In Welton’s practice, acne heads the list 
with 21 per cent, epithelioma is second with 
18 per cent and neurodermatitis third with 9 
per cent. These three conditions receive 50 
per cent of all x-ray therapy given in Lynch’s 
office, 48 per cent of that given in Welton’s 
office, and 46.3 per cent of the grand total 
of all treatments given in the three offices 
(Table 8). In contrast to the similarity in 
total percentages here, there are significant 
numerical differences among the three con- 


Per Cent 

Total Number Diagnosis of 4,630 
747 Acne 16.1 
724 Epithelioma 15.6 
678 Neurodermatitis 14.6 
2,149 (Subtotal) 46.3 

266 1. EZ. 

51 Bacterid 
303 Venenata 6.5 
183 Seborrheic dermatitis 3.9 
172 Keloid $.7 
154 Wart 3.3 
118 Fungus 2.5 
114 Ano-genital pruritus 2.4 
Total 75.4 


ditions. As would be expected from the geo- 
graphic incidence, Welton treats more epithe- 
liomas in a practice 25 per cent smaller than 
Lynch’s, while Lynch treats more neuro- 
dermatitis. (Lynch reported 425 treatments 
for neurodermatitis, 24 per cent of his total 
of 1,713 treatments; Welton gave 234 treat- 
ments for neurodermatitis, 9 per cent of 
his total of 2,498.) Neurodermatitis is the 
most common problem Lynch encounters; 
Peterson* would expect that. Moreover, this 
condition is more commonly encountered in 
teaching clinics and referral practices, though 
it is not rare in Welton’s practice. Regarding 
acne, in Lynch’s practice, many patients who 
see him for the first time have already had 
x-ray therapy, while in Welton’s practice most 
of the new acne patients have not. Table 9 
permits a comparison of the three conditions 
receiving x-ray therapy most often and the 
three most common diagnoses made. 


We may now look at the acute infections 
(bacterid, I.E.D., furuncle, pyoderma) as a 
group. Percentagewise, Arnold is high with 
23 per cent, Lynch low with 3 per cent and 
Welton in between with 11 per cent. In the 


TABLE 9 

3 Most Common 3 Conditions 

Diagnoses in Receiving X-ray 

Practice Therapy Most Often 

Neurodermatitis Neurodermatitis 
Lynch Acne Epithelioma 

Dermatitis venenata Acne 

Acne Acne 


Welton Neurodermatitis Epithelioma _ 
Eczematoid dermatitis Neurodermiatitis 
Neurodermatitis Keloids 

Arnold Acne Bacterid 
Bacterid and Epithelioma Furuncle 
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TABLE 10 
TECHNICAL FACTORS 


Usual Technic KW T-S Filter MA HVL Do. in ai 
For Distance mm. Al. mm, AI. 
Inches 
ARNOLD 
Dermatoses and 60 10 0 10 1 80 
Infections 10 or 6 1 2 100-150 
Epithelioma 140 6 o. 5 4 500-700 
“% Cu. 1 Al. 0.4 mm. Cu. (x 4-6) 
Keloid 140 10 or 6 2 5 4 500 
(x 4-6) 
LYNCH 
Dermatoses and 
Infections 53 5 78 
Epithelioma 98 5 945 x3 
+1260x1 
Keloid 98 6 5 225 
WELTON 
Dermatoses and 
Infections 7 8 0 5 0.7 75 
Epithelioma 120 8 0 10 1.0 680 
(x 4-5) 
Keloid 120 8 2 10 2.9 200-300 
(x 4) 


grand totals (Table 7), infectious eczematoid 
dermatitis plus bacterid ranks fourth. 

Lynch reports the most treatments for he- 
mangioma but about half of the hemangio- 
mas he sees are given no treatment. 


In the case of dermatitis venenata Arnold 
uses no x-ray therapy, stating that in Hono- 
lulu “all subside within a week or two on oral 
hydrocortisone.” Lynch and Welton report 
the same use in this condition, 7 per cent of 
all treatments given. It should be noted that 
patients with dermatitis herpetiformis re- 
ceived no x-ray therapy in any of the three 
offices. Numerous other points of difference 
and of similarity can be found in the data 
presented in tables 4, 5, 6, and 7. 

In tables 8 and 9 it is seen that 75 per cent 
of the treatments given in the three offices 
were given for 10 conditions. 


Technical factors ordinarily used in each 
office are summarized in table 10. 


Summary 


Data concerning the total number of pa- 
tient-visits and the total number of x-ray 
treatments given, as well as the condition for 
which they were given, accumulated and tab- 
ulated over a period of eight months in 1956 
in three separate private practices of derma- 
tology, have been presented. The number of 
x-ray treatments given was 4,630, in a total 
of 24,944 patient-visits. Acne, epithelioma, 


and neurodermatitis were the three conditions 
most frequently treated by x-ray in the offices 
of Lynch and Welton. The total number of 
x-ray treatments given in Arnold’s office dur- 
ing the eight month period amounted to only 
9 per cent of the combined total for the three 
offices. In his tabulation, keloids, pustular 
bacterids, and furuncles were the three con- 
ditions receiving most of the x-ray therapy. 
Other individual variations are discussed. 
This is an initial attempt to indicate the 
frequency of the use of superficial x-ray 
therapy in the private practice of dermatology 
today. A more comprehensive study, including 
more dermatologists, representing more geo- 
graphic areas, and covering a period of twelve 
months is planned. This will include a diag- 
nostic tabulation of all patients seen, indicat- 
ing how many of them had previously re- 
ceived x-ray therapy to safe limits, and report- 
ing the average number of x-ray treatments 
per case for each condition when completed. 
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Discussion (Abstract) 


Dr. Emmett S. Lupton, Greensboro, N.C. 1 wish to 
congratulate Dr. Welton and his collaborators on this 
excellent paper. Its purpose was to determine how 
much do we as dermatologists use x-ray. Three out- 
standing dermatologists have tabulated their experi- 
ences over an 8 months period. Their results probably 
give a good picture of the average American derma- 
tologist doing private practice. 

A total of 24,944 patient-visits were seen in the 
combined offices of Drs. Welton, Lynch and Arnold. 
A total of 4,630 x-ray treatments were given, indicat- 
ing that about 20 per cent of all patients were given 
x-ray. I believe this figure is fairly accurate for derma- 
tologists as a whole (excluding those associated with 
teaching centers). This is why the American Board of 
Dermatology has insisted on thorough training and 
knowledge in the fields of x-ray and radium as they 
apply to our specialty. 

The wide percentage variation in the use of x-ray 
by Drs. Welton, Lynch and Arnold has been adequate- 
ly explained and is easily understandable. Tables 1 
and 2 graphically illustrate the differences in the three 
practices. Dr. Arnold saw his patients on an average 
of two visits only, while Dr. Lynch averaged four 
visits and Dr. Welton eight visits per patient. 


Table 3 gives the number of x-ray treatments for 
the various diagnoses listed. I want to emphasize for 
our critics that not every case of acne, epithelioma, 
neurodermatitis, etc. received x-ray therapy. This 
paper would be more complete if it stated the total 
number of individual cases of each diagnosis seen 
over the 8 months period and what percentage of the 
patients having the various diagnoses actually re- 
ceived x-ray therapy. This would really give us a 
clearer picture of how much do dermatologists use 
x-ray and for what conditions. 


In looking over table 3 I was a bit disturbed to note 
that conditions like dermatitis venenata, superficial 
mycotic infections, erythema multiforme, granuloma 
pyogenicum, hematomas, herpes simplex, impetigo, 
keratosis follicularis, perléche, pityriasis rosea, pruritus 
senilis and hiemalis and Schamberg’s disease were 
treated by x-ray. Many physicians, including many 
radiologists, think only of poison ivy or other plant 
dermatitis when they hear the term dermatitis vene- 
nata. I hope that Dr. Welton will point out that 
poison ivy dermatitis was not given x-ray therapy, but 
that under this group he was treating eczematous con- 
tact type of dermatitis encountered from alkalies, dyes, 
solvents, etc. We all agree that x-ray therapy is useful 
in dermatitis venenata as I have tried to clarify. Ex- 
cluding dermatitis venenata from the above men- 
tioned list it can be tabulated from table 3 that only 
231 x-ray treatments (5 per cent) were given for the 
conditions for which I question the wisdom of x-ray 
therapy. 

We are all aware that dermatologists have been 
under attack recently about the use of x-ray in treat- 
ing benign dermatoses and when we write a paper on 
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the use of x-rays we must spell out in crystal clear 
terms exactly what we are treating to avoid unjust 
criticism. For example, in table 7 we have a caption 
listed as “Fungus.” It is doubtful in the light of to- 
day’s knowledge that the x-ray is of any value in 
treating fungus infections with the exception of tinea 
capitis, tinea barbae, blastomycosis and _ possibly 
actinomycosis. The pain of monilia paronychia is often 
relieved by x-ray therapy. Therefore, “Fungus” as a 
diagnosis is misleading and one might assume that 
dermatologists are treating simple fungus infections 
of the interdigital type by x-ray. 

Table 4 shows that Dr. Arnold has an unusual type 
of practice and the use of x-ray therapy by him does 
not reflect a true picture of its use as compared to the 
average dermatologist. I think that tables 5 and 6 by 
Lynch and Welton reflect a more accurate use of 
x-ray therapy as it is used by the average dermatologist 
in the United States. In my practice I think I use 
x-ray with about the same percentages as does Dr. 
Welton as shown in table 6. 

Table 10 is most valuable and interesting. I am 
delighted to note the use of the “soft irradiation” 
that is being used for the dermatoses. For epitheliomas 
I have had excellent results by using unfiltered x-rays 
not exceeding 100 K.V. (HVL 0.9). 


I have enjoyed this most excellent paper; it con- 
tains many interesting, useful and comforting facts. 
I hope that Dr. Welton will elaborate on my remarks 
so that nondermatologists will not be misled and mis- 
judge our work. 

Dr. Maurice Sullivan, Baltimore, Md. This paper 
should be of interest to all practicing dermatologists 
as it is a compilation of data exhibiting the extent to 
which x-ray therapy is utilized by three of our col- 
leagues in 1956. The data demonstrates: that in a 
consultative type of practice less x-ray therapy is em- 
ployed; that less x-ray therapy is offered to dark 
skinned individuals (probably because of cosmetically 
undesirable pigmentary sequelae); that the geograph- 
ical variation in the incidence of certain skin diseases 
such as epitheliomas in white North Carolinians and 
keloids in dark skinned Hawaiians affects the fre- 
quency of the use of x-ray therapy; that three-fourths 
(75 per cent) of the x-ray treatments administered are 
given for ten conditions (Table 8) and of these acne 
vulgaris, epitheliomas and neurodermatitis lead the 
list. 

The results of this study are approximately what 
one would expect or predict. The variations in the 
geographic locations, the types of the three practices, 
the racial groups in each practice and the personality 
of each dermatologist would certainly have some bear- 
ing on the lists of skin diseases treated with x-ray. 
Arnold’s practice is not comparable to Lynch's or to 
Welton’s practice, so the differences displayed are 
not surprising. When Lynch’s and Welton’s lists are 
compared, it is found that acne vulgaris, epithelio- 
ma and neurodermatitis are the three conditions most 
frequently treated and presumably benefited by x-ray 
therapy. 


Dr. Welton (Closing). I want to thank Drs. Lupton 
and Sullivan very much for their excellent discussion, 
and I appreciate the comments made by several others. 


Dr. Lupton has raised a number of specific ques- 
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tions which I would like to discuss. In the first place, 
it is quite true that “every case of acne, epithelioma, 
and neurodermatitis entering our offices was NOT 
irradiated.” Arnold, for example, rarely uses x-ray 
therapy on epithelioma; in Lynch’s office and Welton’s 
office many patients with acne and neurodermatitis are 
not treated with x-ray therapy. A tabulation of the 
diagnoses of all patients seen in each office is to be 
part of the next study. 


The total number of treatments given for the con- 
ditions listed by Dr. Lupton: dermatitis venenata, 
fungus infections, erythema multiforme, granuloma 
pyogenicum, hematomas, herpes simplex, impetigo, 
and pityriasis rosea was small, amounting to 5 per 
cent of the total number given. Dr. Lupton is 
correct in that x-ray therapy was used only in the 
venenatas which had become eczematous (chronic con- 
tact type) or badly infected; not in the average “poison 
ivy” dermatitis case. 


While it is really not the scope of this paper to 
explain why x-ray was used in each diagnosis, I wel- 
come the opportunity to answer Dr. Lupton’s ques- 
tions here. “Fungus” in table 7 is explained fully in 
table 3 under dermatomycosis which includes tinea of 
the hands and feet, corporis, cruris, capitis, onychomy- 
cosis, and moniliasis. The total given for all these 
fungus infections amounted to less than three per cent 
of all the treatments given. Most of those given were 
for paronychia, with an occasional case of tinea cruris 
and capitis being included. 


In the few instances of erythema multiforme (some 
of these were erythema nodosum and erythema indur- 
atum), senile pruritus, Schamberg’s pigmentary dis- 
order, and pruritus hiemalis which had become a 
neurodermatitis or I.E.D. from excoriation, the x-ray 
therapy was used primarily for the antipruritic effect. 
Several hematomas were reported; these were trau- 
matic in origin over the shins, quite painful, and fil- 
tered x-ray therapy was helpful in facilitating the 
absorption. 
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One impetigo treatment was reported by Armold 
and two by Welton; this was used only when the jp. 
fection was so severe that x-ray was used as an adjunct 
in an attempt to control the spread and to prevent 
lymphangitis; it was used in addition, of course, to 
antibiotics. Similar situation prevailed in the cases 
of herpes simplex—used only when they were badly 
infected, quite painful, and involving danger areas 
such as the nose and upper lip. 

Now, concerning pityriasis rosea, there are occasional 
very severe examples of this disorder with almost jn. 
tolerable pruritus; many of these have follicular lesions 
in addition to papulo squamous, in a very profuse 
distribution. Whereas, no one argues about this being 
a self-limiting disease, the endurance of some of these 
patients is limited and the x-ray therapy is used oc. 
casionally to help ameliorate the symptoms. X-ray 
therapy for granuloma pyogenicum is listed in the 
standard textbooks; in most cases curettage and desic- 
cation is preferred. 


In closing, I should like to emphasize that my col- 
laborators and I agree that x-ray therapy should be 
used only when actually needed (i.e., where other 
measures will not give equally favorable results), and 
this has always been our policy. In addition to giving 
serious consideration to the indication itself, proper 
protection of the patient and the operator, and proper 
administration are always insisted upon. The use of 
superficial x-ray therapy has proved effective in the 
management of many dermatoses and of certain neo- 
plasms over a period of many years. While some are 
tempted to abandon it partially or completely in the 
face of “scare propaganda” and other incomplete evi- 
dence given undue publicity recently, it should be 
remembered that no fatalities have resulted from the 
proper use of superficial x-ray therapy in dermatology. 
The widespread use of a number of new chemical 
therapeutic agents, however, provides just as much 
risk if not more than the properly controlled admin- 
istration of superficial x-ray therapy. 
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An Evaluation of Phenylbutazone 
(Butazolidin) in the Treatment of Gout, 
Rheumatoid Spondylitis, Rheumatoid 
Arthritis, and other Conditions of the 
Musculoskeletal System: 


ELAM C. TOONE, JR., M.D., and ROBERT IRBY, M.D., Richmond, Va. 


The authors have found phenylbutazone of aid in the management of several diseases 
of the musculoskeletal system without too serious manifestations of toxicity. 


PHENYLBUTAZONE (Butazolidin) 3,5-dioxo-1,2- 
diphenyl-4-N-butyl pyrazolidine, was synthe- 
sized in 1946 at the Geigy laboratories in 
Switzerland. It was first introduced for clin- 
ical use in Europe combined with aminopy- 
rine (Irgapyrin), and given by intramuscular 
injection. In the United States it has been 
available since 1952 as tablets for oral ad- 
ministration without any added components. 
Since then it has established itself as a thera- 
peutic agent of value in a variety of condi- 
tions affecting the musculoskeletal system.1*! 


Pharmacology 


The mode of action of phenylbutazone is 
not clearly understood although a great deal 
of information has been acquired relative to 
its pharmacologic activities. Interest has cen- 
tered about its relative merits as an analgesic, 
or anti-inflammatory agent, and possible hor- 
monal or uricosuric activity. Considerable 
concern has also been expressed relative to 
the potential toxic reactions since the drug 
is a pyrazol derivative. 

Experimental work, for the most part, has 
shown that phenylbutazone has not only an 
analgesic, but also an antipyretic, antihis- 
taminic and anti-inflammatory action. These 
properties have been demonstrated by its abil- 
ity to raise the pain threshold for the elec- 
trical stimulation of dental pulp in the teeth 


,, From the Department of Medicine, Medical College of 
Virginia, Richmond, Va. 


of rabbits, to inhibit the fever in animals 
inoculated with Esch. coli, to protect guinea 
pigs against otherwise lethal doses of hista- 
mine, and to control the inflammatory re- 
action of the skin of animals exposed to ultra- 
violet light or croton oil.??-?5 

Absorption of phenylbutazone after a single 
oral dose is complete, and the peak plasma 
concentration is reached within two hours as 
demonstrated first by chemical methods, and 
later by spectrophotometric procedures. Ab- 
sorption from the muscle is slower, and the 
peak plasma level is not reached for 6 to 10 
hours after injection. Approximately one- 
third of the oral dose is concentrated in the 
plasma where it is strongly bound to the 
plasma protein. A daily dose of 800 mg. in 
single or divided portions will bring the 
plasma concentration to a plateau level with 
a range generally varying from 90 to 130 mg. 
per liter on about the third or fourth day 
in a given tested group, but with the concen- 
tration remaining fairly constant in each in- 
dividual. On a daily dose schedule of 600 
or 800 mg., the plateau plasma level is only 
slightly higher than at doses of 400 mg. daily. 
As a consequence, the therapeutic gain from 
the larger dose is small, and the toxic hazards 
are considerably increased. Many authors feel 
that a daily intake of 600 mg. should not be 
exceeded, and for maintenance management 
200 to 400 mg. are sufficient.?:15,6,27 

Phenylbutazone has a pronounced effect on 
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water and electrolyte balance, causing a 
significant retention of sodium and chloride 
which, in turn, produces a decrease in urine 
volume, water retention and weight gain. This 
retention of fluid often produces a fall in the 
red blood cell count, hematocrit and hemo- 
globin by hemodilution, and not by reduced 
production or increased destruction of eryth- 
rocytes. This effect on water and electrolyte 
metabolism and the irritative effect on the 
gastrointestinal tract have called attention to 
similar toxic actions of phenylbutazone and 
the steroid hormones. Phenylbutazone, how- 
ever, shows no other characteristic of hor- 
monal activity, and has been found to have no 
effect on the eosinophil count, 17-ketosteroid 
excretion, carbohydrate metabolism, or ascor- 
bic acid depletion of the adrenal glands. 
There is no stimulation of the adrenal glands 
in hypophysectomized rats, and potassium ex- 
cretion is not increased. Additional experi- 
mental studies have shown that phenylbuta- 
zone has a thyroid-blocking effect and de- 
presses the rate of radioactive iodine uptake 
by the gland, and also depresses the oxygen 
uptake and_ glucose utilization of the 
brain.*6,28-31 

The effect of phenylbutazone on purine 
metabolism, the uric acid serum level, and 
uric acid excretion in both normal and gouty 
patients has been the subject of conflicting 
and changing opinions. From the beginning 
of its clinical usage, it has been found to be 
very effective in relieving the pain of acute 
gouty arthritic attacks. Various observers, 
however, differed among themselves as to the 
mode of action and rather strong evidence 
was presented that the drug was and was not 
a uricosuric agent. Evidence now indicates 
that phenylbutazone does have sufficient 
uricosuric action to account for a fall in plas- 
ma urates. This uricosuric effect seems to de- 
pend on the level of the unbound plasma 
phenylbutazone, and a significant increase in 
uric acid excretion may not be reached at 
ordinary therapeutic levels of the drug. There 
is some thought to the effect that the un- 
bound phenylbutazone in the plasma is ex- 
creted and almost completely reabsorbed by 
the tubules, and that this may compete with 
the urates for reabsorption by the tubular 
epithelium. Recent work has shown that a 
phenylthioethyl analogue of phenylbutazone 
(G-25671) has a moderate anti-inflammatory 
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reaction and a _ very marked 


uricosuri 
one, 14-15,19.20,32 


Dosage 


A much lower dosage schedule than was 
originally employed has now been adopted 
for phenylbutazone. This development has 
resulted primarily from the studies cited re. 
ferable to the absorption, plasma _ protein 
saturation and metabolism, but has also been 
influenced by the clinical response and tox. 
icity which the drug possesses. With the in- 
stitution of a lower dosage schedule, the toxic 
reactions have shown a significant decline 
with no apparent impairment in the thera- 
peutic effect. One observer has reported an 
incidence of toxicity of 75 per cent at a dosage 
schedule of 1,200 mg. daily, whereas the in. 
cidence was only 36 per cent at 400 mg. 
daily.*7 When instituting treatment with 
phenylbutazone, it is well to keep in mind 
that a satisfactory response, if it is to take 
place, will occur in the initial week of treat- 
ment, and the drug should not be continued 
beyond this period unless the results warrant. 

Most authors at the present time now fol- 
low a dose schedule of from 600 to 800 mg. 
daily given in three doses for two to four days 
to suppress acute inflammatory symptoms, 
and thereafter attempt to establish a mainte- 
nance daily dose of from 100 to 400 mg. Un- 
der this schedule the initial plasma level will 
usually vary from 90 to 150 mg., and the 
maintenance level at about 50 mg. per liter. 
The larger dose of 800 mg. daily in four 
divided portions is advocated by some in at- 
tacks of acute gouty arthritis for reasons cited 
above. It is used only during the period neces 
sary to control attacks of acute gouty arthritis 
or transient periarticular involvements. The 
maintenance schedule will have to be con- 
tinued indefinitely in rheumatoid spondylitis, 
peripheral rheumatoid arthritis, and chronic 
gouty arthritis, and hence it should always 
be adjusted to the lowest effective level. So 
far, there seems to be little tendency to ac 
quire sensitivity to the drug, and intermittent 
usage is for the most part safe.?-13,15,21,2628 


Gouty Arthritis. Attacks of acute gouty 


arthritis are probably more effectively con 
trolled with phenylbutazone than are any of 
the other painful musculoskeletal disorders, 
and only an occasional case will fail to re 
spond satisfactorily to the drug. It has been 
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found to be more consistent in its action, 
more prompt in its relief of pain and accom- 
panied by fewer immediate gastrointestinal 
side effects than colchicine. At times, phenyl- 
butazone has been effective after both corti- 
sone and corticotropin have failed, and the 
control of symptoms is more apt to be lasting. 
Fortunately, the symptoms of an attack of 
acute gouty arthritis can usually be brought 
under control before the major toxic reactions 
from phenylbutazone are likely to appear, 
and the drug can usually be discontinued 
after a few days. Since evidence indicates that 
acquired sensitivity is rarely encountered, it is 
generally safe to use phenylbutazone when 
relapses occur. It is not usually necessary or 
advisable to use phenylbutazone in the in- 
terval management of early gout when pain 
is absent between attacks and the attacks oc- 
cur at long intervals. However, when attacks 
occur frequently or in chronic gouty arthritis, 
the drug in much reduced dosage may be use- 
ful along with other measures. The uricosuric 
action of phenylbutazone may contribute to 
its capacity to reduce the incidence and sever- 
ity of acute exacerbations. 


In reviewing the results of the treatment of 
acute gouty arthritis with phenylbutazone, a 
number of report 
that 75 to 80 per cent of the patients obtain 
complete or virtually complete remission 
within 12 to 48 hours. Kuzell?° reports satis- 
factory response in acute gout in 84 per cent 
of the cases treated. Gutman! reports that in 
13 attacks involving 12 patients remission was 
complete or virtually complete within 24 to 
48 hours; in three of these cases the attacks 
had proved refractory to colchicine or corti- 
cotropin and, indeed, the response in most 
members of this group was more rapid than 
in previous attacks treated with colchicine or 
corticotropin. In 7 attacks involving 6 pa- 
tients, there was improvement but it was 
slower; in 4 of these instances there was some 
residual pain, swelling and stiffness after a 
total dose of 4 Gm. in five days. In one in- 
stance these symptoms vanished quickly after 
a single 50 mg. dose of corticotropin. Smyth" 
reports a striking reduction of pain in 8 to 12 
hours in 35 attacks involving 27 patients, and 
the subsidence of all objective evidence of 
joint inflammation within 24 to 48 hours. 
From his observation he concludes that 
phenylbutazone is as effective as colchicine in 
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controlling the acute attacks of gout, and is 
without the undesirable gastrointestinal symp- 
toms that frequently accompany therapeutic 
doses of colchicine. 


The mode of action of phenylbutazone in 
attacks of acute gouty arthritis probably is the 
result of its antiphlogistic or anti-inflamma- 
tory and analgesic actions, since the relief of 
pain occurs before there is any significant fall 
in the serum uric acid level, and also because 
other drugs such as probenecid, which have 
a stronger uricosuric action, have no effect on 
the pain. 

Rheumatoid Spondylitis. This condition, 
as a rule, responds more satisfactorily to treat- 
ment with phenylbutazone than peripheral 
rheumatoid arthritis, and occupies a position 
second to acute gouty arthritis and possibly 
certain painful periarticular disorders as be- 
ing effectively managed by the drug. General- 
ly, the observers®.7.8-11.13 have reported major 
improvement (Grade 2 responses) in from 50 
to 65 per cent of the cases, and minor im- 
provement (Grade 3 response) in from 15 to 
25 per cent. Holbrook’s!® experience with 
phenylbutazone in the treatment of rheuma- 
toid spondylitis over a long period of time has 
been particularly impressive. Twenty-five pa- 
tients have been treated with phenylbutazone 
over three years, and 24 of these have main- 
tained their improvement. Five patients have 
maintained improvement for over four years. 
Toone and Irby! in observations on 50 cases 
of rheumatoid spondylitis for a period vary- 
ing from 2 to 12 months report major im- 
provement (Grade 2) in 54 per cent, minor 
improvement (Grade 3) in 16 per cent, and 
failures due either to unfavorable response 
or toxic manifestations in 30 per cent. In none 
of their cases was there complete remission. 
The improvement in rheumatoid spondylitis 
has largely been reported on the basis of sub- 
jective response, although many cases show 
improvement in the mobility of the neck and 
chest expansion. Usually after two or three 
days of treatment there is diminutiori in pain, 
decrease in stiffness and muscle spasm, and in- 
creased mobility of the back. Other radicular 
pains are controlled very satisfactorily. It has 
also been found that, if improvement is main- 
tained for as long as two months, it will usual- 
ly continue, and that toxic reactions from 
phenylbutazone are not apt to occur after 
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the drug has been tolerated satisfactorily for 
as much as three months. 


Phenylbutazone appears to be at least as 
effective as roentgen therapy in the treatment 
of rheumatoid spondylitis, and unsatisfactory 
results for the most part have been due 
equally to inadequate response and toxic ef- 
fects. Until recently it was generally consid- 
ered to be an adjunctive measure to roentgen 
therapy since this latter was considered much 
safer. Recent reports in the British litera- 
ture®435 indicating that cases of aplastic 
anemia and myelogenous leukemia have been 
observed in patients treated for rheumatoid 
spondylitis with x-ray have been disturb- 
ing and may possibly alter this feeling. 
Phenylbutazone also serves as a treatment 
measure of primary choice in cases of pulmon- 
ary tuberculosis, young individuals whose 
epiphyseal lines have not closed, women, der- 
matitis in the area of treatment, or when 
roentgen therapy causes disagreeable gastro- 
intestinal reactions.!! 


Peripheral Rheumatoid Arthritis. Rheu- 
matoid arthritis of the extremities not only 
furnishes the greatest number of cases, but 
also presents the greatest problem in the eval- 
uation of treatment of any of the conditions 
of the musculoskeletal system in which 
phenylbutazone is used. This fact also applies 
to the evaluation of other therapeutic agents 
used in the management of this disease. To 
date approximately 2,000 patients with rheu- 
matoid arthritis have been evaluated as to 
their treatment response, and there is consid- 
erable variation in the interpretations. A good 
deal of this confusion results from the fact 
that definite objective standards of improve- 
ment are not often followed. The American 
Rheumatism Association has advocated a 
guide for estimating the response of rheuma- 
toid arthritis to various treatment measures, 
but this has not been universally accepted.** 
In many instances response to treatment has 
been reported solely on a subjective basis. 
The initial enthusiasm that improvement oc- 
curred in from 80 to 90 per cent of the cases 
treated has been largely dispelled by subse- 
quent reports. Later evaluations indicate that 
improvement of any degree will occur in from 
40 to 75 per cent of the cases.*-10-12,16-18,21,33,37 
A comprehensive review of the subject by 
Bunim and others*® indicates complete re- 
missions (Grade 1) in 6.3 per cent, major im- 
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provement (Grade 2) in 51.3 per cent, minor 
improvement (Grade 3) in 28.2 per cent, and 
no improvement (Grade 4) in 14.1 per cent, 
These observations were made on a group of 
255 cases by three groups of observers.5.10.21 


It is generally agreed that improvement 
resulting from the use of phenylbutazone wil] 
be maintained only so long as the drug is con. 
tinued, and that relapses will occur in from 
7 to 10 days after the drug has been with. 
drawn. It has also been generally recog. 
nized that the maximum improvement in the 
use of the drug will occur in from 7 to 
10 days and, unless it proves of benefit jn 
this length of time, further treatment is not 
warranted. Since maintenance management is 
necessary, toxic effects of the drug over a long 
period of usage will have to be reckoned with, 
and the patient kept under observation. This 
period of observation should be quite fre. 
quent and detailed during the first 3 months 
of treatment. Thereafter it may be relaxed 
to a degree. 


The Painful Shoulder Syndrome. Acute 
painful conditions of the shoulder such as 
bursitis, tendonitis and other acute periartic- 
ular inflammatory states have been reported 
by a number of observers as responding con- 
sistently, quickly and often dramatically to 
treatment with phenylbutazone. This likewise 
applies to some acute periarticular lesions of 
other areas. Usually the treatment period is 
for less than one week, and relief can be ob- 
tained before the toxic manifestations of the 
drug are likely to occur. Improvement has 
also been reported in the chronic shoulder- 
hand syndrome with or without calcification 
in the region of the bursa, but the response 
is less dramatic and treatment will often have 
to be carried out over a considerable period 
of time. Phenylbutazone has not replaced 
physical medicine, x-ray therapy or local in- 
jections with hydrocortisone in the treatment 
of these various conditions, but may be com- 
bined with any or all of these measures.5*'8*! 

Acute Rheumatic Fever. The use of phen- 
ylbutazone in the treatment of acute rheu- 
matic fever has been investigated in a limited 
manner. The reports available indicate that 
the drug is at least equal to the salicylates in 
controlling the temperature elevation, gen 
eral toxic symptoms and exudative lesions. 
There is no evidence that the cardiac lesions 
are influenced at all by phenylbutazone. Be- 
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cause of the existing difference in the toxic 
threshold it has not replaced, and is not 
recommended to replace salicylates in the 
management of the acute articular features 
of rheumatic fever.>-*1 

Superficial Thrombophlebitis. Stein and 
Rose,** reporting observations in 33 cases, and 
Stein,2® reporting on 132 patients with acute 
superficial thrombophlebitis, describe excel- 
lent responses to treatment with phenylbuta- 
zone. Their cases included such conditions as 
acute thrombophlebitis associated with in- 
flamed varicosities, superficial phlebitis with- 
out varicosities, migratory thrombophlebitis 
of an idiopathic nature, thromboangiitis ob- 
literans, and superficial phlebitis associated 
with malignant disease. The treatment period 
was limited to one week with the total dose 
of the drug usually varying between 3 and 
3.5 grams. No major toxic reactions were ob- 
served although a few patients developed a 
transient skin eruption. The response of acute 
thrombophlebitis to phenylbutazone empha- 
sizes the fact that the drug has a strong anti- 
inflammatory action as well as an analgesic 
one.38:39 

Degenerative Joint Disease. 
vary in their estimation of the value of 
phenylbutazone in the treatment of degenera- 
tive joint disease. If a favorable symptomatic 
response does occur when other measures of 
treatment have failed, the use of the drug is 
justified. It should be borne in mind, how- 
ever, that treatment of degenerative joint 
disease is a long-range process, and that the 
patients affected usually belong to the older 
age group who may be more susceptible to 
toxic side effects. 


Toxicity 


Phenylbutazone still has a high toxic po- 
tential although these reactions have been re- 
duced in frequency and severity since studies 
on the absorption, metabolism and blood level 
have led to reduction in the dose schedule. 
Patients should be selected carefully and 
watched closely during therapy. A number of 
group studies have been carried out by vari- 
ous authors to determine the toxic ratio of the 
drug. Bunim,*® in a survey of 2,301 cases, re- 
ports toxic symptoms of all types in 32 per 
cent. These were severe enough in 12.2 per 
cent to warrant interruption or termination 
of treatment. Seventy-seven per cent of all 
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the toxic changes resulted in lesions or 
changes in function that were related to: (1) 
the gastrointestinal tract; (2) the hemopoietic 
system; (3) the skin; or, (4) the retention of 
fluid. Kuzell5 reports that in 800 cases, 321 
(40 per cent) of the patients showed 457 (57 
per cent) toxic manifestations of one type or 
another. In 121 (15 per cent) of these patients, 
the reaction was severe enough to discontinue 
treatment. Mauer*! reports that 3,934 patients 
treated with phenylbutazone developed 1,543 
toxic reactions of varying degrees of severity 
in 1,199 patients. Other surveys!*9.41 of the 
English literature have shown reported fatal- 
ities at figures variously listed as 12, 11 and 
23. A detailed review of some of the cases re- 
ported as deaths from phenylbutazone in- 
dicates that in many instances sufficient clin- 
ical data were missing,*?-4 or that deaths re- 
sulted from causes other than what might be 
considered true drug 


Bone Marrow. Of all the toxic reactions 
caused by phenylbutazone, those of the blood 
and bone marrow have proved to be the most 
alarming, although not the most common. 
Fortunately, the most frequent of these have 
been reported as either a secondary anemia or 
a transient leukopenia which have responded 
promptly to appropriate treatment or to the 
withdrawal of the drug. Cases of agranu- 
locytosis, and more rarely thrombocytopenia, 
have been reported, as have one or two in- 
stances of aplastic anemia.*?-43,53-60,69-74 Many 
of these responded favorably to prompt and 
vigorous treatment with corticotropin, corti- 
sone, antibiotics, blood transfusions and sup- 
portive measures.47*2 Although several sur- 
veys!*,29.41 have reported changes of one type 
or another in the blood or bone marrow in 
from 2 to 11 per cent of the cases treated with 
phenylbutazone, only a fraction of a per cent 
had developed the more serious changes of 
agranulocytosis, thrombocytopenia or aplastic 
anemia. Reviews of the English _litera- 
ture!*,29,41 have listed fatalities due to toxic 
reactions of the bone marrow as 6, 7, and 12 
respectively.4?,43,53-60 Depression of the bone 
marrow may occur abruptly without preced- 
ing warning, and for this reason close clinical 
and laboratory observation should be main- 
tained. 


The secondary anemia earlier described is 
now thought to be due to hemodilution, and 
will usually be controlled by measures that 
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will promote elimination of water and _ pre- 
vent sodium retention. 

Gastrointestinal. Digestive disturbances of 
all types have been reported as occurring in 
from 12 to 33 per cent of the patients receiv- 
ing phenylbutazone.!*:7!.29 The great majority 
of these are of a minor nature, and consist of 
epigastric burning, flatulence, nausea, or con- 
stipation. These symptoms of a minor nature 
can usually be controlled by postprandial ad- 
ministration of the drug or by the use of the 
antacids. More severe gastrointestinal 
actions such as vomiting, the recurrence of 
peptic ulcer symptoms, hemorrhage, perfora- 
tion, and hepatitis have been reported. One 
death occurred from gastrointestinal hemor- 
rhage, two following perforation of a duo- 
denal ulcer, and one was thought to be due 
to a toxic hepatitis.4?-61-63 

Skin. Rashes and eruptions of the skin 
and mucous membrane, varying from a simple 
macular erythematous lesion to an extensive 
purpura or exfoliative dermatitis, have been 
reported in from 5 to 14 per cent of the cases 
treated with phenylbutazone.'*-**4! As a rule, 
the skin eruption is not extensive and clears 
promptly after the drug has been discon- 
tinued. In some instances authors advise that 
treatment may be resumed at a lower dose 
schedule. The skin reactions from phenyl- 
butazone present a less serious and less fre- 
quent problem as a rule than those occurring 
from gold compounds although fatalities 
have been reported in two or three in- 
stances. 46,64,65 

Edema. Although studies to date have 
demonstrated no hormonal influence, phenyl- 
butazone does have the ability to cause re- 
tention of salt and water. This is probably 
the most common adverse reaction, having 
been reported in from 13 to 19 per cent of 
the patients treated. One should be on the 
alert for the development of edema, either 
peripheral or pulmonary, particularly in 
elderly patients if there is any cardiovascular 
or renal impairment. This reaction can usual- 
ly be controlled satisfactorily by the use of a 
low salt diet, but is often resistant to the use 
of diuretics, and may persist for as much as 
a week following withdrawal of the drug. No 
fatalities have been reported which have been 
thought to be the result of this complica- 
tion,.?5-29,66 


Miscellaneous. Other toxic or adverse re- 
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actions have been noted by various ob. 
servers, and these include hematuria, swelling 
of the salivary glands and a transient toxic 
psychosis.'°18.87 One fatality has been 
ported as being due to a general hypersensi. 
tivity reaction with angiitis.°* A colloid goiter 
and signs of myxedema developed in one pa. 
tient while on phenylbutazone. The thyroid 
gland returned to normal size after the medi. 
cation was discontinued, but enlarged again 
when treatment was reinstituted.*! 


Summary 


1. Phenylbutazone, since its introduction 
into clinical usage, has established itself as q 
successful therapeutic agent in a variety of 
conditions affecting the musculoskeletal sys. 
tem. 

2. Laboratory studies and clinical obser. 
vations indicate that it has analgesic, anti- 
inflammatory and uricosuric actions. 


3. The maximum therapeutic effect of the 
drug is usually manifested in the initial week 
of treatment. 


4. The most effective and consistent thera- 
peutic results have been obtained in the treat- 
ment of acute gouty arthritis and rheumatoid 
spondylitis. 

5. Many observers consider it to be of 
value in the management of peripheral rheu- 
matoid arthritis, chronic gouty arthritis, and 
periarticular involvements of various types. 

6. Observations also indicate that it may 
be a therapeutic agent of considerable value 
in the management of superficial throm- 
bophlebitis. 


~ 


7. Toxic reactions have been reduced in 
number and severity as a result of a more 
careful selection of patients and a reduced 
dosage schedule based on studies of absorp: 
tion and plasma concentration. The majority 
of toxic reactions make their appearance be 
tween the first and twelfth weeks of treat- 
ment. 
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Atlanta, Ga. 


THE INCIDENCE OF PREPUBERTAL TINEA CAPITIS 
in Atlanta has been high following an out- 
break of epidemic proportions in 1945. It 
therefore seemed worthwhile to make cultural 
and clinical observations on a number of cases 
of this disease in a large pediatric outpatient 
clinic as a preliminary appraisal of the pres- 
ent problem of tinea capitis in Atlanta. 

Patients seen in the outpatient clinic who 
appeared to have ringworm of the scalp were 
referred to a special clinic for treatment. The 
majority presented themselves initially for 
treatment of other complaints. Eighty-two 
cases of possible ringworm were seen during a 
5 month period in 1954. The patients or their 
parents were questioned about possible ex- 
posure, duration of disease and previous treat- 
ment. Examination with the Wood’s light was 
used to aid diagnosis and to evaluate therapy. 
Hairs were pulled and cultured on Cyclohex- 
amide medium.! 


Each patient was given instructions for 
hygienic scalp care, and an irritant ointment 
(3 per cent salicylic acid, 5 per cent ammon- 
iated mercury, and 10 per cent sulfur) was 
prescribed for application to the scalp. Fol- 
low-up examinations were scheduled at four- 
teen day intervals. 


Results 


The distribution of mycotic agents isolated 
is shown in table 1. The average duration of 
infection before clinic referral was 2 to 3 
months. The source of infection was usually 
familial in Audouini cases. In only one in- 
stance was a Canis infection clearly associated 
with an infected animal. As shown in the 


+From the Medical Research Laboratories and the Medical 
Service of the Veterans Administration Hospital, and from 
the Department of Medicine and Pediatrics, Emory University 
School of Medicine, and the Pediatric Clinic, Grady Memorial 
Hospital, Atlanta, Ga. 


Cultures for cases of ringworm of the scalp provided the 
incidence of the several fungi which may be pathogenic. 
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table an unusually high percentage of Canis 
infection was noted, all but 2 of which were 
seen in Caucasian patients. Only one ap- 
peared typical of the usual inflammatory, 
self-limiting Canis infection. The chronic 
noninflammatory reaction of Canis infected 
patients was striking. Diligent care of the 
scalp, with manual epilation of hairs from 
the infected area was prescribed for these pa- 
tients, and in the only case followed for as 
long as three months a cure was effected spon- 
taneously without the appearance of an in- 
flammatory reaction. The patients with 
proven Audouini infection were colored with 
the exception of two individuals, a Caucasian 
father and son. The Tonsurans infection seen 
in two sisters age 8 and 9 represents further 
evidence that this agent is seen as the causa- 
tive organism in prepubertal tinea capitis. 
Follow-up studies in our series were un- 
satisfactory, since only about 15 per cent of 
the cases proved sufficiently cooperative. 
However the usual chronic refractory be- 
havior of Audouini infections were noted. 
The one hopeful sign was the development 
of kerion and pustular folliculitis in patients 
either before or during treatment. When 
kerion was present and regional adenitis de- 
veloped, positive fungus cultures were seldom 
obtained. The pyogenic infection was satis- 
factorily treated with sulfur or antibiotics. 


TABLE 1 


TINEA CAPITIS IN THE GRADY HOSPITAL PEDIATRIC 
CLINIC OVER A FOUR MONTH PERIOD 


Positive 
Agents Cultures Kerion Follow-up 
M. audouini 53 14 9 
M. canis 9 0 1 
T. tonsurans 2 0 0 
Totals 64 14 10 
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Discussion 


Dobes* recently reported on the treatment 
of tinea capitis in Atlanta following the 1945 
epidemic. Two hundred and eighty cases in 
males treated with estrogenic hormones 
showed promising results, offering hope for 
a practical treatment of this chronic disease. 
Pipkin® in an excellent study of adolescent 
and adult tinea capitis, involving the endo- 
thrix Trichophyton organisms, advocates in 
some cases use of an irritating ointment such 
as Anthralin or the one used in this report; 
“if the inflammation is low grade any form 
of therapy which enhances the inflammatory 
reaction shortens the course.” The thera- 
peutic regimen of hygienic scalp care, manual 
epilation and the application of an irritant 
ointment as predicated in this report was un- 
satisfactory. 

Infection of the scalp with pyogenic or- 
ganisms through poor hygiene resulted in 
pustular folliculitis in several cases and in 
these instances complete cures were noted, 
apparently resulting from the epilation of in- 
fected hairs through the inflammatory in- 
fectious process. If such a condition were not 
fraught with harmful side effects it would 
certainly be beneficial to induce it in the 
noninflammatory, recalcitrant scalp infections 
caused by M. audouini. 

The appearance in this study of a non- 
inflammatory form of M. canis infection was 
unexpected. One of the eight noninflamma- 
tory cases was seen in the clinic on the verge 
of submitting to x-ray epilation for a chronic 
“Audouini” infection diagnosed on sight by 
the family physician. Cultural studies showed 
the organism to be M. canis and after 3 
months of supportive scalp treatment during 
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which time no inflammatory response wa 
noted the infection cleared spontaneously, 


The occurrence of M. audouini in an adult 
as reported here is quite unusual. The isolg. 
tion of this fungus from adults is exceedingly 
rare according to Dobes* whose current search 
of the literature revealed but 106 cases of 
tinea capitis in adults and of these only 1 
caused by M. audouini. 

Pipkin® recently reported on 46 cases of 
endothrix Trichophyton infection he has 
treated. His survey of other dermatologists 
caused him to publish a map showing 
Georgia, Texas, Utah, Oklahoma and Cali. 
fornia to be endemic regions for this infec. 
tion. The increasing incidence of this infec. 
tion which carries over from puberty to 
adolescence and into adult life presents prob. 
lems of treatment and diagnosis which chal- 
lenge the physician and the mycologist. The 
Trichophyton tonsurans infection noted in 
the present report emphasizes the incidence 
of this infection in Georgia. 


Summary 

Of 82 patients clinically suspected of having 
ringworm infection of the scalp 78 per cent 
were shown by positive culture to have in- 
fections caused by one of the following or- 
ganisms: M. audouini, T. tonsurans, or M. 
canis. The presence of a noninflammatory 
form of self-limiting Canis infection was 
noted and the distribution of Tonsurans in- 
fection was further emphasized. 
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Electronic Amplification of 
Fluoroscopy in the Private Office: 


ALFRED O. MILLER, M.D., Louisville, Ky. 


This interesting new tool seems capable of extending the radiologist’s fluoroscopic 
accuracy in troublesome diagnostic fields. Its use will no doubt be extended as 


more and more experience is gained with time. 


ELECTRONIC AMPLIFICATION of the relatively 
faint fluoroscopic image is probably the first 
fundamental improvement of the x-ray fluoro- 
scope since its discovery. During the past fifty 
years there has been gradual improvement of 
the x-ray tube and screens, with the relatively 
recent addition of grids and spot-film devices. 
However, the principle of peering at a faint 
and almost imperceptible image in the dark, 
remains the same. 


It is interesting to note that the manner of 
performing the fluoroscopic examination, par- 
ticularly of the stomach, has gradually 
changed as the image improved. With the 
early fluoroscopes it was necessary to fill the 
stomach before much of a shadow was ob- 
tained. In 1916, Carman and Miller, of the 
Mayo Clinic, were giving the patient a mix- 
ture of eight ounces of water and two ounces 
of barium for study of the esophagus and pre- 
liminary examination of the stomach. This 
was soon followed by a twelve ounce mixture 
of cornstarch pap with barium. The stomach, 
now containing twenty ounces of contrast 
media, was fairly well outlined and the fluoro- 
scopic examination proceeded. 


In the 1920’s the technic for most exam- 
inations called for a ten to twelve ounce mix- 
ture of barium and water. In the early 1930's 
Berg and Forssell, realizing the importance 
of the gastric rugal pattern, were using sev- 
eral mouthfuls of barium for the initial ex- 
amination and no more than five ounces for 
the entire procedure. Now, with the image 
amplifying fluoroscope, it is possible to do 
an excellent examination using only four 
mouthfuls of barium, or about two to three 
ounces at the most. During the next several 


*Read before the Section on Radiology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D, om 
November 12-15, 1956. 


decades some form of electronic amplifica- 
tion of the fluoroscopic image will be in uni- 
versal use and there will be profound changes 
in the technics of gastrointestinal examina- 
tion. 

The image amplifying fluoroscope under 
discussion is the Westinghouse Fluorex. It 
consists primarily of a cathode ray scanning 
tube which picks up the faint fluoroscopic 
image and amplifies, or brightens it by a fac- 
tor of 200 to 300. This new bright image, be- 
ing quite small, is then enlarged and brought 
into a useful position by an optical system 
consisting of condensers and mirrors. The 
final image is bright, sharp, undistorted, and 
normal in size. The field covered is round and 
about five inches in diameter. 

The image amplifying fluoroscope appears 
to offer three distinct advantages over the 
conventional form: (1) a brighter and sharp- 
er fluoroscopic image; (2) less radiation ex- 
posure to patient and operator; and (3) the 
convenience of good fluoroscopy without the 
need for adaptation to dark. 

The ability to produce a brighter image 
will increase the usefulness of the fluoroscopic 
method. Altered physiologic action, as well as 
changes in morphologic contour, will be eval- 
uated in making a roentgen diagnosis. If one 
can see the pulsation of smaller pulmonary 
vessels, visualize the gallbladder and its ducts 
during the emptying process, and observe in- 
travenous dye passing down the ureters from 
the kidneys, it seems logical that these obser- 
vations will be a part of better x-ray diagnosis. 
If we can do nothing more than see better, 
we are bound to be more accurate in our 
fluoroscopic observations and eventual diag- 
nosis. The ability to see the stomach and 
colon in the true lateral position is, at times, 
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an advantage and an otherwise obscure lesion 
might be found. The duodenal cap and loop 
in the very rotund individual has usually 
been difficult, if not impossible, to study. 
These structures are seen fairly well with 
the image amplifier. 

Smaller amounts of thick barium in the 
stomach produce beautiful mucosal patterns 
which may be studied in detail. Very small 
gastric ulcers have been found, which I am 
sure would not be seen in the ordinary fluor- 
oscope. With smaller amounts of barium less 
palpation and manipulation is necessary. 
Gentle pressure with the compression cone of 
the spot-film device will frequently be the 
only form of manipulation used. Of course, 
in cases with pylorospasm or antral spasm, 
manual pressure is often needed to force 
barium into the duodenum. With excellent 
visualization of the duodenal cap one now 
has the courage to abstain from the satisfying 
diagnosis of “duodenal ulcer” unless a crater 
has actually been demonstrated. No longer do 
films of an irritable and slightly deformed 
cap, in an individual with a good history for 
ulcer, intimidate one into a tongue-in-cheek 
diagnosis. 

In the colon improved diagnosis may occur 
simply because visualization is better. Irrita- 
bility and irregularity associated with diver- 
ticula is somewhat less of a problem because 
one may now see smaller diverticula. How- 
ever, those cases in which one finds a num- 
ber of coils of sigmoid colon deep in the pel- 
vis continue to be confusing. Because of the 
brighter image, polyps are more likely to be 
seen during fluoroscopy and may be con- 
firmed by spot films. Fluoroscopy of the colon 
following evacuation, and after air insuffla- 
tion may become profitable in selected cases, 
as visualization of the mucosal pattern is 
often ideal. 


Visualization of the esophagus has never 
been much of a problem and, as may be ex- 
pected, the image amplifier produces a bril- 
liant shadow of the barium column. This ex- 
amination is better performed with the pa- 
tient recumbent since the slower moving bar- 
ium shadow is easier to follow with the small 
field of the amplifying fluoroscope. 


The advantage of compression spot studies 
of the gallbladder is well known and they 
have been successfully made with the con- 
ventional fluoroscope. Frequently, however, 
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the gallbladder shadow is too faint to be 
found except by the image amplifier. Rather 
small stones have been seen in the dye-illeq 
gallbladder with this instrument. 

Following the injection of intravenous dye, 
the shadows of the calyces and renal pelves 
may be seen in most patients with normal 
excretion. In some a milking action of the 
minor calyces has been observed, followed 
by filling, and then subsequent emptying of 
the renal pelvis. A bolus of dye is then read. 
ily followed down the ureter and into the 
bladder. It is not suggested that every patient 
for an excretory urogram be observed by 
fluoroscopy, but the procedure may be help- 
ful in selected cases. The possibilities for re. 
search and the study of excretory physiology 
are obvious. We have not done a hystero- 
salpingogram with this instrument, but I am 
sure that proper filling could be guided by 
fluoroscopic control with less danger of over- 
filling of the uterine cavity and tubes. Detail 
would be better and exposure to ovaries less 
than with the ordinary fluoroscope. 

The advantages of this instrument in chest 
fluoroscopy are somewhat doubtful. Smaller 
abnormalities in the lungs may be found, but 
it is unlikely that fluoroscopy will ever be 
substituted for a good examination by film. 
The primary purpose of chest fluoroscopy is 
to study pulmonary dynamics, i.e., symmetri- 
cal aeration of the lungs, movement of the 
diaphragm and behavior of the mediastinum. 
With the present image amplified these ob- 
servations are difficult because of the small 
size of the field, and it is impossible to ob- 
serve both sides of the chest simultaneously. 
However, the image amplifier may be re 
moved and the original fluoroscopic screen re- 
placed in about one minute, if conventional 
fluoroscopy is desired. 


Cardiac fluoroscopy is somewhat difficult 
until one becomes more familiar with the in- 
strument. The margins of the various cham- 
bers are more clearly outlined and the great 
vessels are more definite. However, overall 
size is difficult to estimate because of the 
small field. With practice, and correlation 
with films, one can probably become more 
proficient than with the conventional fluoro 
scope. 

The discovery of an opaque maxillary 


sinus during chest fluoroscopy will often ac 
count for a cough in an otherwise normal 
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chest. While the antra are fairly well seen 
with an ordinary fluoroscope, study of the 
aranasal sinus system can almost become a 
reality with the image amplified and is a 
useful adjunct to chest fluoroscopy. Clouding, 
polyps, fluid levels and gross thickening of 
the mucous membrane may be seen. 


Heretofore there has been little use for 
fluoroscopy of bones and joints. With the new 
instrument this procedure may be of value in 
a few situations. A beautiful study of the 
cervical spine is possible and actual luxation 
between two vertebral bodies has been ob- 
served during flexion and extension. Since 
it is almost impossible to obtain a true lateral 
view of the shoulder, fluoroscopy of the joint 
with rotation of the arm through its range of 
motion may be helpful in making some diag- 
noses. 

If one is not particularly concerned with 
the diagnostic possibilities of the image 
amplifying fluoroscope, perhaps he may be 
impressed by the decrease in radiation ex- 
posure to patient and radiologist. Exposure 
is decreased because adequate visualization is 
obtained with lower factors, and a smaller 
primary beam of x-ray is needed to cover the 
small field. Two to three ma. and 65 to 75 
K.V. will produce a good image in most 
adults. Larger individuals may require an in- 
crease in K.V. to 85 to 90 in order to see well 
in the oblique or lateral position. Small chil- 
dren have been examined adequately with 
x-rays produced at 1 ma. and 50 K.V. The 
lead shutter diaphragm in the primary beam 
need never be opened to an aperture any 
larger than a postage stamp. A beam this size 
exposes an area on the patient’s skin of about 
two inches square. 


With the use of a standard type ionization 
chamber and a radiation detection meter, a 
comparison was made between the factors 
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previously used in conventional fluoroscopy 
and those used in the image amplifier (Table 
1). 

Factors I, were 90 K.V., 5 ma., filter 0.5 
mm.Al., shutters open to expose a field of 
6 in. by 8 in. on the screen. These factors are 
higher than those used by most radiologists 
but they represent what the author has been 
using in the medium-heavy and heavy pa- 
tients; approximately 50 per cent of the cases. 

Factors II, were 75 K.V., 2.5 ma., shutter 
closed to size of image amplifier field. 

Those figures indicate an 80 per cent de- 
crease in skin exposure to the patient and ap- 
proximately 88 per cent decrease in exposure 
to the male gonads. The exposure to radi- 
ologists after an hour’s continuous fluor- 
oscopy decreased from approximately 550 mr. 
to approximately 23 mr. If these comparisons 
were to be extended over a period of time, it 
seems that one would use the image amplify- 
ing fluoroscope about 27 years before receiv- 
ing as much exposure as would the radiologist 
using the conventional fluoroscope for only 
one year, especially if he were careless about 
the size of the shutter aperture. (A decrease in 
longevity of radiologists by 5.2 years, as com- 
pared with other physicians, has recently been 
shown by Shields Warren.) 


The National Academy of Sciences is con- 
cerned over the long-range genetic effects fol- 
lowing radiation exposure of the germ-plasm 
of successive generations. The lay public is 
also becoming aware of the harmful effects 
of radiation and they are beginning to ask 
pertinent questions. We radiologists must take 
the initiative in providing better protection 
now, rather than wait until we may be forced 
to do so by legislation. 

The image amplifying fluoroscope presents 
a group of minor advantages that one might 
label as conveniences. These are based on the 


TABLE 1 
R/Min R/Min Skin Exposure Scatter Scatter Exposure to 
at Table Dose to at side of at Front Radiologist 
Table Top with 5’ (Min.) Male Table Table 1 Hr. I We. 
Top Back Continuous Gonads Horizontal Up Continuous 200 Hr. 
Scatter Fluoroscopy Mr/Hr Mr/Hr = *Fluoroscopy Fluoroscopy 

Factors I 
(Conventional) 17 23 115 85mr/hr 800mr/hr 300mr/hr = 550 mr 110r lyr. 
Factors II 27 yrs.= 
(Image Amp.) 3 5 25 10 mr/hr 40 mr/hr 6 mr/hrt 23 mr 4.6r 110r 


*One-half hour table vertical, one-half hour table horizontal. 
tMeasured at radiologists position with image amplifier. 
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ability to view the image without adaptation 
to the dark. In the department of a large hos- 
pital with several radiologists, one of whom 
may be doing only fluoroscopy all morning, 
this may not be a factor. In the one-man of- 
lice, however, there are films to be read, in- 
travenous injections to be made, enema tips 
to be inserted and a host of other menial tasks 
to be performed by the “proprietor” as he 
“pops” in and out of the fluoroscopic room. 
With the amplifying fluoroscope, one is more 
inclined to take a second look at many pa- 
tients on the spur of the moment. The ter- 
minal ileum is easily studied by simply ex- 
amining the clothed patient when he returns 
alter a meal. Small therapy fields may be 
quickly located and marked. In a recent pa- 
tient, metastases in the femur, ilium and 
thoracic vertebra could easily be seen and the 
overlying skin accurately marked. In a recent 
case, with several opaque particles in and 
about the orbit, it was possible to determine 
that none were in the globe after only a few 
seconds of fluoroscopy. When examining 
children or apprehensive adults, one may 
have the room dimly lighted without dis- 
turbing the image. Room lights used should 
be placed where they throw no glare or re- 
flection on the final mirror or else they be- 
come distracting. 

There appear to be some disadvantages to 
the present image amplifying fluoroscope. 
One of these is the initial cost, $6,000 to 
$7,000, which is no small sum for the private 
radiologist to pay out of his pocket for what 
is essentially an accessory at the present time. 
However, if such an instrument affords suf- 
ficient decrease in radiation exposure to pro- 
long one’s life by a few years, the cost becomes 
inconsequential. 

The small field of view is certainly a dis- 
advantage at times. It is somewhat frustrating 
to become “lost” in the abdomen. This is 
most likely to happen during barium enemas 
when crossing loops of bowel may lead the 
observer back to the rectum rather than on 
to the cecum. In one case, a wide duodenal 
loop was missed during fluoroscopy, possibly 
because it was not visualized in its entirety at 
one glance. The restrictions of the small field 
during chest fluoroscopy have been men- 
tioned. 


The physical weight and bulk of the instru- 
ment can become an almost impossible handi- 
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cap toward the end of a busy morning. A 
table equipped with power attached to the 
fluoroscopic tower would be a great help and 
is probably a necessity for the older radio}. 
ogist. This device will come of age when it js 
directly attached to its own table with x-ray 
tube, shutters, controls, spot-film device, and 
other essentials specifically designed for its 
use. 

In viewing the image through the optical 
system, there is at first a disturbing sense of 
remoteness from the patient. Palpation of the 
abdomen is no problem with the table in 
horizontal position, but it is quite difficult 
with the table placed vertically. A few minor 
modifications of the present instrument 
would enable the operator to sit to the right, 
with the amplifier over the left shoulder, 
and palpation of the abdomen with the right 
hand could be performed in the conventional 
manner. This would eliminate what I con- 
sider the most serious objection to the present 
instrument, the inaccessibility of the patient 
while in the erect position. However, one can 
learn to do a fairly good job of palpation and 
manipulation with the compression cone of 
the spot-film device. 


This is a difficult instrument to learn to 
use and most individuals will require several 
months of continuous use before becoming 
proficient. I doubt very seriously if many 
of the older radiologists, with 25 to 30 years 
experience with the conventional method, 
could adapt themselves to this present instru- 
ment. After becoming thoroughly acquainted 
with this new method, and its altered technic, 
most radiologists will develop greater con- 
fidence in their fluoroscopic impression. Dis 
appointing moments will occur when the 
proud owner of this new instrument first 
realizes that more light on the problem does 
not always result in the right answer. Per- 
plexing barium shadows can be just as con- 
fusing as ever. One is seldom able to identify 
the unknown, regardless of the adequacy ol 
visualization. 


It is unlikely that this instrument will make 
a good radiologist out of a poor one, but ! 
am sure it will increase the diagnostic yield 
of the careful and conscientious fluoroscopic 
observer. In our office it appears that this 
device has already enhanced our diagnostic 
ability. During the first ten months of its us 
the incidence of the diagnosis of duodenal 
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ulcer increased to 19 per cent from 13 per 
cent for a similar period in the preceding 
vear. The diagnosis of gastric ulcer increased 
to 8 per cent from an incidence of only 3 per 
cent in the previous period. 


I would recommend the image amplifying 
fluoroscope to the private office radiologist 
on the basis of better visualization with less 
radiation exposure to both patient and 
physician. 


Discussion (Abstract) 


Dr. Brit B. Gay, Jr., Emory University, Ga. Dr. 
Miller should be congratulated on his excellent dis- 
cussion of the use of the fluoroscopy image amplifier 
in the private practice of radiology. Our experience 
with this instrument has been similar to Dr. Miller’s, 
and I would agree wholeheartedly with all of his com- 
ments. We have used this instrument for about three 
vears, and feel very strongly that it is of considerable 
value in various phases of fluoroscopy. I, personally, 
have used the image amplifier as a routine procedure 
during gastrointestinal examinations. The patient is 
examined first with the conventional screen in the 
upright position, and then the image amplifier is 
employed in the horizontal position. On barium 
enema examinations the amplifier is used in the more 
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difficult cases, and particularly in the evaluation of 
the colon during air contrast study. 

We have found particular value of the image ampli- 
fier in the study of cardiac disease. Valvular and 
pericardial calcifications are well seen, and many 
calcifications can be found with the image amplifier 
which would ordinarily be overlooked by the conven- 
tional fluoroscopic screen. Cardiac and pulmonary 
artery pulsations are well observed. We are currently 
examining all patients who have been catheterized in 
the catheterization laboratory at Grady Memorial Hos- 
pital, in an attempt to correlate pulmonary artery 
pressure and flow with the fluoroscopic appearance as 
seen with the image amplifier. Several publications 
have been submitted by cardiologists stressing the use 
of the image amplifier during cardiac catheterization 
for its advantage insofar as radiation exposure is con- 
cerned. 

The image amplifier is used routinely in all studies 
ot the larynx with particular reference to the study 
of vocal cord function and in the lateral projection 
for the study of the swallowing mechanism. 


I was interested in Dr. Miller’s comments concern- 
ing the fluoroscopic evaluation of the paranasal 
sinuses. Until now we have not used this particular 
method in studying the paranasal sinuses, and in the 
future will certainly keep this procedure in mind. 

I would again like to thank Dr. Gray for the op- 
portunity of discussing this paper, and again con- 
gratulate Dr. Miller on’ a very interesting discussion 
of the use of the image amplifier in fluoroscopy. 
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The Components of a Chronic 
Disease Control Program: 


MATTHEW TAYBACK, Sc.D.,t Baltimore, Md. 


The aging population poses many questions in terms of maintenance of health, early treatment of 
disease, and especially in rehabilitation. Care must not be limited only to prolongation of life, 
but rather to a healthful old age and one offering as little burden as possible to others. 


IN A PAPER entitled “Demographic Trends 
in the South—Implications for Public Health 
Administration,”! we were able to trace the 
trends in the social and economic framework 
within which public health and medical per- 
sonnel work in the southern states. In at- 
tempting to interpret the meaning of these 
trends, the thesis was proposed that it was 
the responsibility of the health officer in a 
given geographic area to inquire into the 
adequacy of its medical facilities and per- 
sonnel and, in cooperation with the organized 
medical groups, to encourage the necessary 
action required to give the population a con- 
venient opportunity to secure needed services. 


As one surveys the health and medical needs 
of the growing population of the South, there 
is satisfaction in noting that when consid- 
ered on a race specific basis, infant and ma- 
ternal mortality have reached, or are close 
to the recognized currently obtainable mini- 
ma, and that the death rate compares favor- 
ably with that recorded in the remainder of 
the country. However, it would be foolhardy 
indeed, and a disservice to the public if these 
rough indices of the state of the public health 
were used as an excuse for marking time and 
for satisfaction with the status quo. Some 
indications for concern and for the need for 
extension of medical effort are provided by 
the following observations. 

(1) The results of carefully designed mor- 
bidity surveys*-? furnish indisputable evidence 
of a significant amount of undiagnosed and 
untreated chronic disease conditions in both 
urban and rural populations. 


*Read before the Section on Public Health, Southern Med- 
ical Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

+From the Statistical Section, Baltimore City Health De- 
partment and the Johns Hopkins School of Hygiene and 
Public Health, Baltimore, Md. 


(2) The life expectancy of males in late 
adult ages in this country lags significantly 
behind that of several Western European 
countries.* 


(3) The number of adults under systematic 
health supervision is but a small fraction of 
all adults. 

(4) There are few among us who can fail 
to cite the difficulties inherent in bringing 
to a chronically ill individual the full bene- 
fit of currently known and useful services, 


In brief, there is no room for complacency 
in considering the job which lies ahead of 
those engaged in the promotion of health, if 
they would undertake a role of leadership in 
establishing those components of a chronic 
disease control program which, on empirical 
or on logical grounds, are currently consid- 
ered necessary to minimize disability as- 
sociated with chronic illness. 

In this paper, I propose to consider briefly: 
(1) the conceptual basis for a chronic disease 
control program; (2) the joint responsibility 
of the personal physician and the public 
health department in diagnosis; (3) several 
issues which must be considered in planning 
hospital and home care; and (4) some 
methods for financing the program. 


Conceptual Basis for a Chronic Disease 
Control Program 


The concept that disease is a natural 
phenomenon in the developmental process of 
an individual, and a necessary burden of hu- 
man existence is a view which was widely en- 
tertained before the turn of this century. 
Children were expected to have the common 
ailments of summer diarrhea, diphtheria, 
whooping cough, and scarlet fever. Then the 
germ of a new idea developed early in this 
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century. Stated simply it was the concept that 
disease was not a necessary condition to the 
development of the child. With this as a 
working hypothesis public health agencies and 
the medical profession have moved forward 
to accomplish one of the most remarkable 
and rewarding achievements in the history of 
medicine. Childhood diseases widely prevalent 
at the beginning of the century have almost 
disappeared. The essential steps in this ac- 
complishment were: (1) formulation of the 
concept of prevention; (2) control of the 
nutrition of the infant by, (a) reducing dras- 
tically the bacterial counts of the milk and 
other foods used for nourishment and, (b) 
careful medical supervision of the type of 
food given to infants; (3) protection against 
specific diseases by immunization; and (4) 
systematic health supervision through regular 
visits to a physician. 

Consider the incredulity of the informed 
observer in 1900 if he were told that the stand- 
ard of health some years hence would be such 
that an overwhelming proportion of infants 
would be seen regularly throughout the first 
year of life in the absence of illness, and 
solely to maintain the child in continuing 
good health. 

During the past two decades there has been 
germinating the concept that much of chronic 
illness, as it develops in adulthood, is no more 
a necessary condition of the adult aging 
process than rickets, say, was in childhood. 
It is pure fantasy, at this time, to postulate 
that conditions such as arteriosclerosis, arth- 
ritis or diabetes can be prevented in the same 
sense as diphtheria, smallpox, and pertussis. 
However, it is not inconceivable to think 
of this possibility for cancer, and it is entirely 
reasonable to suppose that the time of onset 
can be delayed and the extent of disability 
and progress of the diseases mentioned can 
be significantly minimized, through system- 
atic supervision of the adult’s health, treat- 
ment of early recognizable departures from 
health norms, and a reduction of disability 
resulting from severe episodes of the disease 
process. 

The clinician may doubt the proposition 
that the wide range of diseases producing 
chronic illness can be logically attacked by a 
common method or program. However, we 
have a successful prototype in the practice 
of medicine as applied to infants and chil- 
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dren. The premise that early diagnosis and 
treatment, regardless of disease, minimizes 
disability, and the realization that the med- 
ical, ancillary skills and facilities required for 
intensive treatment and rehabilitation do not 
differ substantially from disease to disease, 
are sufficient reasons to consider the prob- 
lem of chronic illness as a whole, at least 
from a community planning level. 


Responsibility of Medical Agencies for 
Diagnosis 

Within the conceptual framework for con- 
trol of chronic diseases, systematic supervision 
of the health of the adult is a critical com- 
ponent. The essential elements for this would 
include an examination, both physical and 
by the laboratory, and a careful history of the 
interval since the patient was last seen. The 
purpose would be to diagnose early departure 
from health norms and to encourage the pa- 
tient to practice good habitsof nutrition and 
work known best to maintain the patient in 
optimal health. 


Two questions arise as to the advisability 
and method of implementation relative to 
these activities. First, it may be argued that 
it is unnecessary to have systemic health 
supervision of the adult since one is dealing 
with mature individuals who are capable of 
sensing illness and who can seek medical at- 
tention at such time. The findings of the 
Commission on Chronic Illness are most il- 


TABLE 1 


SELECTED DIAGNOSES* FOUND IN A CLINICAL EVAL- 
UATION OF PATIENTS AND THE PER CENT NOT 
REPORTED IN A PREVIOUS HOUSEHOLD IN- 
TERVIEW** BALTIMORE HEALTH SURVEY, 


1953-1954 
Evaluation Number of Per Cent Not Reported 
Diagnosis Conditions In Household Interview 
All diagnoses 1,564 70.4 
Diseases of prostate ll 100 
Obesity, not specified 
as of endocrine origin 119 9t 
Psychoses, psychoneuroses 
and personality disorders 109 85 
Cataract (not causing 
blindness) 25 80 
Hernia of abdominal cavity 34 75 
Varicose veins of lower 
extremities 51 72 
Hemorrhoids 47 63 
Heart disease 125 48 
Hypertensive heart disease 62 59 
Malignant neoplasm 14 43 


*Excludes asymptomatic diagnoses. 


**Excludes conditions with onset between household survey 
and clinical evaluation. 
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luminating in this respect. In the course of 
the Baltimore Health Survey,* the staff of 
the Commission had an opportunity to com- 
pare the diagnoses made following clinical 
evaluation with those which were cited during 
a household interview for some 800 residents 
of Baltimore City. Table 1 shows a summary 
of the results. Since this comparison is con- 
cerned with conditions which are symptomatic, 
it is a serious fact that none of a group of 
persons having prostatic disease were suf- 
ficiently aware of it to report this during a 
household interview. Eighty per cent of those 
with cataract were not aware of it, and about 
60 per cent of those having hypertensive heart 
disease were unaware of their condition. 

Whatever the reason, the fact is that in- 
dividuals do not necessarily perceive definite 
manifestations of disease. Furthermore, it is 
obvious that conditions which are asympto- 
matic, such as early diabetes mellitus, cannot 
provide a basis of action for the patient. 
Thus, merely making available medical facil- 
ities for diagnosis, without actively encourag- 
ing their systematic use, will not accomplish 
the objective of early diagnosis of disease. The 
second question in respect to the supervision 
of adult health concerns itself with the issue 
of how this shall be done. 

If a relatively new service is to be applied 
to a large population, what is the most eco- 
nomical method of enlisting the cooperation 
of the individuals in whom we are interested? 
In recent years the multiphasic screening sur- 
vey has been advanced as a practical means 
by which a periodic examination can be ex- 
tended to substantial segments of the adult 
population.» There are, however, a number 
of serious deficiencies to the itinerant survey 
method commonly identified as a “multiple 
screening survey.” In the Baltimore Health 
Survey, 7,000 persons, aged 17 years and over, 
were invited to a screening clinic.* After per- 
sistent follow-up, including telephone calls 
and home visits, 2,024 or only 29 per cent 
finally were seen in the clinics. Evidence of 
disease was found by the screening test in 607 
individuals of whom 43 per cent gave no re- 
port of having subsequently consulted their 
physicians. Apparently there is considerable 
resistance of the population toward having 
their health status surveyed on a mass pro- 
duction basis. The best statement on the de- 
ficiencies of the multiple screening survey was 
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made by Smillie? several years ago when he 
wrote * . multiple screening in early de. 
tection of chronic disease is low grade, shor 
cut medicine. It is not good public health, 
Adequate medical care in early detection, pre. 
vention and treatment of these conditions re. 
quire a comprehensive knowledge of the 
whole person, his family history, his past ill. 
nesses, his habits, his personality . . . his mode 
of life.” 

Some compromise of these points of view 
would no doubt be in the best interest of both 
the profession and the adult community. 4 
close patient-physician relationship is the best 
basis for influencing an individual to practice 
habits of nutrition and work most consistent 
with his potential for good health. Accurate 
appraisal of the patient’s health requires in 
addition to physical examination, such lab- 
oratory procedures as serologic tests for 
syphilis, urinalysis, x-ray film of the chest, 
test of hearing, electrocardiogram and such 
other tests as may be indicated. It is impera- 
tive that the patient when seen for a routine 
examination should not be confronted with 
multiple visits to different services or clinics. 
The laboratory complement to the health ex- 
amination should be available as a package, 
more or less extensive, depending upon the 
personal physician’s judgment. The cost of 
the package must be so distributed that, at 
least during the early developmental phase 
of encouraging routine adult health super- 
vision, it does not act as a deterrent to the 
use of accurate laboratory screening methods. 

With these essentials in mind, the best 
model would seem to be that which places 
the responsibility for the physical examina- 
tion and interpretation to the patient of the 
results of his entire study upon the personal 
physician. This approach would look to the 
public health department, and such other 
competent private or hospital laboratories 
willing and capable, to make available the 
laboratory screen tests described above. The 
role of the health department in this work 
is but a natural development of the diagnostic 
function which it currently provides in 
preventive efforts against the communicable 
diseases. The health department should as 
sume an active role in undertaking carelul 
evaluations of the efficiency of the methods 
used, with the objective of achieving a max 
imum accuracy of results at a minimum cost. 
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The findings of such studies should be made 
available to the private and hospital labora- 
tories engaged in laboratory screening so that 
they may also operate at the highest level of 
efficiency. Physicians who, in time, are de- 
voting a substantial part of their practice to 
the supervision of adult health may find it 
desirable to have their offices close to a hos- 
pital or private laboratory so their patients 
may be spared multiple visits to offices or 
laboratories. The frequency of general exam- 
inations will of course vary for each individ- 
ual, depending upon age, sex, and a number 
of personal variables. However, broad stand- 
ards, as they exist in infant and child care, 
could be established by the American Acad- 
emy of General Practice in cooperation with 
public health agencies, or by such other com- 
petent medical groups as might have a prin- 
cipal interest in supervision of adult health. 


Hospital and Home Care 


The role of the general hospital during the 
acute phases of chronic illness is commonly 
recognized. Its assistance in diagnosis as dis- 
cussed in the previous section is easily visua- 
lized. But there is no standard pattern which 
can be outlined for a program of institutional 
care adequate to bring to the chronically ill 
patient the known useful medical services he 
requires. In the Wolverton-Amendment to the 
Hill-Burton Act, recognition is given to the 
necessity for, and funds are provided for the 
building of nursing homes, chronic disease 
hospitals, rehabilitation centers and diagnostic 
centers as the essential institutional frame- 
work for the adequate care of the chronically 
ill. The existing facilities and the social and 
economic conditions of the population in spe- 
cific areas are the factors which will determine 
the extent to which these different types of 
facilities will be required. 


From the point of view of control of chronic 
disease in addition to the adequate diagnostic 
facilities which we have discussed, it is of the 
utmost importance to make provision for suit- 
able opportunities for physical and vocational 
rehabilitation. Unnecessary permanent im- 
pairment, or loss of locomotion, or the use 
of the arms are examples of the consequences 
of a chronic disease program which fails to 
provide for physical rehabilitation. Unneces- 
sary reduction of a patient to a state of eco- 
nomic dependency may follow failure to pro- 
vide actively for both physical rehabilitation 
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and vocational rehabilitation. The public 
health officer should, in cooperation with the 
appropriate medical society, ascertain wheth- 
er these rehabilitation components of a 
chronic disease control program are adequate 
and properly used in his community, and if 
not, develop a plan suitable to his community 
to fill this deficiency. 


Financing a Chronic Disease Control Program 


Initiative for the design and execution of a 
plan for control of chronic illness should be 
retained as close to the local level as may be 
possible. Acute hospitals can be planned and 
provided for population units as small as 
50,000. The planning of hospitals for chronic 
disease which provide skilled rehabilitative 
services and require special equipment, can 
be planned best on the basis of larger units 
of population, i.e., 250,000 to 500,000. The 
nature of the population unit involved will 
determine the methods of financing most ap- 
propriate to the several components of a 
chronic disease program. 


Obviously, the costs incidental to the 
routine adult physical examination should be 
worked out in a manner best suited to the in- 
dividual physician-patient relationship. Pa- 
tients in the lower income groups would no 
doubt benefit from a liberalization of volun- 
tary prepayment medical care plans, so that 
services covered could include one general 
health examination per year. There would ap- 
pear to be little question but that the labora- 
tory complement of the examination must be 
carefully planned so that its cost does not 
discourage its wide employment on a pre- 
ventive basis. Because of the need to stimu- 
late supervision of adult health, and to main- 
tain a critical appraisal of the value of the 
several elements of the laboratory “package,” 
the public health agency should undertake a 
definite role in this area. Its service should 
be extended to assist physicians who are at- 
tempting to do work in adult health among 
lower income groups. In the upper income 
groups laboratory services can be financed in 
several ways. A single charge may be made 
for both the physical and laboratory parts of 
the general examination where several phy- 
sicians function as a group and thereby ac- 
quire the necessary laboratory equipment. An 
example of this form of service was reported 
by Rutherford and Banks,’ who cite the great 
enthusiasm among their female adult patients 
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for recurrent examination, and who conclude 
that “Episodic medical care is no longer ade- 
quate . . . and should be replaced by long- 
term prophylactic scrutiny. . . . Cost of use of 
improved methods will be willingly supported 
by the patient.” Whenever a hospital can or- 
ganize its laboratory facilities to offer an ade- 
quate screening service, some personal phy- 
sicians may find it best to refer patients to a 
hospital center to secure the proper laboratory 
tests for their patients. 

The extensive coverage of the population, 
by Blue Cross and Blue Shield and by ac- 
cident and health insurance through private 
carriers, furnishes an excellent base for fi- 
nancing the surgical and medical care which 
is required by a patient with chronic illness 
during the course of short periods of hospitali- 
zation. These plans, however, fail in most 
cases to adequately cover the patient who may 
require extended care of the chronic hospital 
type. Some liberalization of prepayment plans 
must be sought to correct this deficiency if 
direct government subsidy is to be minimized. 
The natural pressure upon a patient with 
chronic illness to reduce his hospital stay to 
the confines of his insurance coverage can 


deny to him the supervised convalescence and 
physical rehabilitation so necessary to reduce, 
as much as possible, the disability which is 
the sequel, for example, of cerebrovascular 
accidents. 


Because of the great scarcity of persons 
trained in physical medicine and the necessity 
for extensive research and development in 
this field, there would appear to be good rea- 
son for centralizing these skills for large popu- 
lation units within a small number of teach- 
ing centers. Although eventually one would 
expect this work could be carried on effective- 
ly at local levels, at regional hospital centers, 
and perhaps even in the home, solution for 
financing this type of work today must in- 
evitably be based upon generous support 
from public funds. 


Conclusion 


When measured by such crude indices as 
the infant mortality rate, maternal mortality 
rate, and the total death rate, and when 
considered on a race specific basis, this coun- 
try as a whole, and the South in particular, 
has achieved close to the lowest known attain- 
able rates. However, a number of factors sug- 
gest that much remains to be done before we 


groups, 
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can claim to have attained an adequate level 
of control of chronic illness and in the pro- 
motion of optimal health among adults, 

The routine general examination of the 
adult, including the physical examination ang 
the laboratory study, constitutes a basic and 
logical procedure for the prevention of 
chronic illness to the extent this is possible. 
It serves also to reduce to a minimum the 
permanent disability which often accompanie 
the failure to begin early treatment in chronic 
illness. 


Though mass screening in public clinics 
may seem attractive as a procedure for chronic 
disease control, there is increasing evidence 
that the classical physician- patient relation. 
ship is a prime requisite for encouraging 
systematic health supervision of the adult and 
assuring effective care to illness diagnosed 
early. The personal physician therefore has 
the heavy responsibility of adjusting his prac. 
tice so that he can render adult health super- 
vision to his patients. 

The health department, in promoting con. 
cepts of preventive medicine as applied to 
chronic illness, must attempt to provide those 
laboratory services needed in routine health 
examination of adults by the personal phy- 
sician, if they are not available through exist- 
ing hospitals or other medical facilities. 


The problems incident to an effective pro- 
gram for the control of chronic illness are 
admittedly complex and involve many facil- 
ities. This fact would seem all the more to 
indicate the need for the soundest working 
relationships between the medical forces 
found at local levels, the organized medical 
the public health department and 
the hospital staff. 
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Coccygectomy* 


TEXTBOOKS AND ARTICLES in the medical liter- 
ature dealing with the surgical removal of 
the coccyx for varying reasons have been uni- 
form in one respect, the wide divergence of 
opinion as to the indications, contraindica- 
tions and end results. The pendulum, once 
strongly in favor of coccygectomy, has swung 
away so that once again the operation has 
fallen into disrepute. 

In 1726, Jean Louis Petit did the first re- 
corded coccygectomy for tuberculosis, but it 
was J. C. Nott, a New Orleans surgeon, who 
did the first resection of the coccyx in this 
country and for “neuralgia” due to caries of 
the coccyx. The term coccygodynia was coined 
by Simpson in 1859, thus grouping all per- 
sistent pains in the region of the coccyx un- 
der one heading. In the late part of the eight- 
eenth century and the early part of this cen- 
tury, surgical resection of the coccyx was used 
indiscriminately. The many failures brought 
in the multitude of conservative methods are 
still in vogue today. In the past twenty years 
there have been less than 30 articles in the 
medical literature dealing with coccygodynia, 
and only a small percentage of these have 
recommended excision of the coccyx for relief 
of pain. 


Coccygodynia and Its Cause 


Coccygodynia is a common complaint as 
shown by the more than 180 private patients 
who were seen in our office in the past ten 
years, and the 278 patients reported by Dun- 
can? from the New York Orthopaedic Hos- 
pital during the years 1924 to 1934. It may 
well be assumed that the specialist sees but a 
few of the simple uncomplicated cases which 
are handled by the general practitioner, the 
obstetrician and occasionally the psychiatrist. 


Trauma is the single most important factor 


*Read before the Section on Orthopedic and T,: i 
Surgery, Southern Medical Association, Fiftieth Ann a ieee 
t- 
ing, Washington, D, C., November 12-15, 1956. 


JOHN A. POWERS, M.D., Charlotte, N. C. 


This is an operation which had fallen into disrepute. It seems to have its indications, but for 
success the patients must be chosen on a strictly individual basis. 


in the etiology of coccygodynia. Reports quote 
from 70 to 95 per cent of patients as having 
an antecedent history of trauma to the sacro- 
coccygeal region. This is usually a fall either 
on a slick floor or during icy weather. This 
traumatic cause accounts for the high percent- 
age of women in any reported series. With 
the exposed portion of the coccyx in the 
female pelvis, its greater mobility, and its 
more delicate bony structure, it is no wonder 
that it is frequently injured. Surprisingly 
enough true evidence of damage to the coccyx 
during childbirth is relatively rare. Most ob- 
stetricians feel that the soft fetal head cannot 
possibly fracture or dislocate the coccyx dur- 
ing the course of delivery. 


Following the onset of coccygeal pain, a 
careful study should be made to determine 
the etiology and pathologic lesion if possible. 
Was there a fracture or a dislocation? Is there 
infection? Tumor? Is the pain in the region 
of the coccyx local or referred? Many neurol- 
ogists and internists believe that coccygodyn- 
ia is entirely a functional neurosis and that 
treatment directed locally is of little avail. An 
adequate history, a complete physical exam- 
ination, including a rectal examination, and 
biplane x-ray studies are essential. Unless 
there is a fresh fracture or dislocation, varia- 
tions in the size, alignment, degree of fusion 
of the intercoccygeal segments, and the pres- 
ence or absence of associated lumbosacral ab- 
normalities are of no practical importance in 
determining the type of treatment or the 
likelihood of successful cure. After it has been 
established that the pain is local in origin, 
that this pain can be duplicated by moving 
the coccyx, and that the patient does not have 
associated rectal disease, specific treatment 
can then be instituted. 


Treatment 


In all cases conservative treatment should 
be used first. The prognosis for coccygodynia 
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is good and the majority of patients can be 
cured by simple measures. These measures in- 
clude strapping the buttocks, postural train- 
ing so that the patient sits erect bearing the 
weight on the posterior thigh muscles and 
the ischial tuberosities, the use of a rubber 
ring, and the use of a firm corset or a girdle. 
Other treatment includes injections of novo- 
cain or hydrocortisone into the tender areas, 
hot baths, laxatives to relieve constipa- 
tion, and occasionally manipulative therapy, 
especially in those cases where there seems to 
be a frank dislocation of one of the coccygeal 
segments. Most authors feel that conservative 
nonoperative measures should be used for at 
least four months before resorting to coccy- 
gectomy. Key,? in 1937, recommended opera- 
tion in those cases in which two months of 
conservative therapy had failed to relieve 
symptoms. This correlates with Duncan,! the 
finding that 88 per cent of 248 patients 
treated by conservative measures were com- 
pletely relieved of pain within two months. 
It is not necessary to wait four months or 
even two months before doing an operation in 
patients who show no response to conserva- 
tive nonoperative therapy, or show an increase 
in coccygeal pain. Surgical treatment can 
often shorten the convalescent period. I will 
discuss the experience of our group with 27 
coccygectomies, the majority of which were 
done in the last 10 years. 

The patient is admitted to the hospital the 
day prior to operation, placed on a low resi- 
due diet, and enemas are used to cleanse the 
bowel the night before the operation. The 
patient is placed prone upon the table, the 
thighs being flexed at the body at 30 to 40 
degrees, thus presenting the buttocks. Strips 
of 3 inch adhesive tape are attached to each 
buttock separating them and adequately ex- 
posing the sacrococcygeal region. A mid-line 
incision approximately 3 inches long is used. 
The incision starts well away from the anus 
and projects approximately one inch proximal 
to the sacrococcygeal junction. The coccyx 
itself is removed subperiosteally, extreme care 
being taken during the anterior dissection to 
avoid damage to the underlying rectum. 
Bleeding is usually minimal. Following re- 
moval of the entire coccyx, mattress sutures 
are used to reinforce the posterior pelvic floor 
and also to obliterate the dead space. This 
will guard against postoperative herniation of 
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the rectum. The skin is closed with inter. 
rupted sutures and an antibiotic dusting 
powder is used. A simple sterile dressing js 
applied and the patient returned to the ward, 
No sitting and very little standing js per- 
mitted until the sutures are removed, usually 
on the eighth day. During the period of time 
before the sutures are removed the patient js 
kept on a low residue diet. On the fourth 
postoperative day an enema is given, and sub. 
sequently an effort is made to prevent con. 
stipation or any straining at stool. 

Of the 27 patients operated upon by us, 
19 have been examined by me in the last Year, 
Eight could not be located or their postoper- 
ative period is too short for adequate evalua. 
tion. In the entire group 92 per cent were 
women and 8 per cent men. The average age 
was 31 years; however, the average of the men 
was 49 years and of the women 29 years, dem. 
onstrating that this is predominately a disease 
of young women. The average duration of 
symptoms before we saw them was 12 months, 
with a minimum of 2 weeks and maximum of 
4 years. Only 52 per cent of our patients could 
recall a specific injury which might have pre. 
cipitated the symptoms. These injuries in. 
cluded automobile accidents, ‘“‘sitting-down” 
falls, childbirth, and a kick by a playful hus. 
band. 

The average hospital stay was 12 days with 
a maximum of 30 days and a minimum of 8 
days. Maximum postoperative improvement 
was usually reached in a very short period of 
time, two months or less. Only rarely did the 
patient still show definite improvement after 
three months. 


Results 


The follow-up studies were divided into 
two groups, in those who were followed for 
less than a year, and in those who were fol- 
lowed longer than one year. In the cases of 
short-term follow-up there were 8 patients 
who were last seen from 1 to 9 months after 
operation, the average being about 4 months. 
In the long-term follow-up group, were 19 
patients seen from 15 months to 25 years post 
operatively with the average being 6.3 years. 
In order to accurately evaluate results, the pa 
tients were examined by me personally, a de- 
tailed history was taken and any complaint 
referable to the operative area was recorded. 
The patient was classified as having an & 
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cellent result if he had no complaints refer- 
able to the coccygeal area and had had none 
within a reasonable period of time following 
surgery. This period of time was never longer 
than four months. The patient was classified 
as having a good result if he had a few com- 
plaints referred to the coccygeal region, these 
complaints usually being in the nature of 
slight soreness after sitting on a hard seat for 
a period of time, occasional aching after pro- 
longed sitting or standing, or some pain on 
defecation. All patients classified as “good” 
expressed a willingness to have a second oper- 
ation if it were necessary, and all felt that they 
had been greatly benefited. Patients who did 
not fit into these two categories were classified 
as having poor results. 


In the group of long-term follow-up, there 
were 15 of 19 patients who could be classified 
as having had excellent results. Three of the 
19, or 15.5 per cent, were classified as having 
a good result and only one patient or 5 per 
cent, had a failure. This was a woman who was 
operated upon in 1949 by another surgeon. 
We had seen her in consultation some two 
years postoperatively at which time she was 
still complaining of difficulty in sitting and 
in getting up and down. When seen last in 
September, 1956, she stated that she still had 
symptoms, had to be careful how she sat, and 
had difficulty in walking long distances dur- 
ing the time of her menstrual period. The 
result can be summed up very adequately by 
her statement, “I don’t think I am any worse 
from having the operation, I just didn’t get 
any better.” 


In the group of short-term follow-up, 6 of 
the 8 patients when last seen, were complete- 
ly asymptomatic and would probably be classi- 
fied as having excellent results. Two patients 
were still complaining, one, a 28 year old 
woman who, when last seen 2 months after 
operation, still had a lot of complaints pre- 
dominately of nervousness and generalized 
discomfort. The other was a 25 year old 
woman who, 3 months after operation, was 
back at work full time, but was complaining 
of a cutting pain about the coccyx. 


Statistics can never give a true assessment 
of the value of an operation where symptoms 
are the predominant complaint. That is why 
I felt it important to examine these patients 
personally. I think it is interesting to note 
that the only patients whose course could not 
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be followed were those who could not be 
reached. In every case where my initial follow- 
up letter reached the patient, they were more 
than willing to come in for examination. As 
a group they had nothing but praise for the 
operation, and many of them expressed regret 
that they had delayed as long as they had in 
going ahead with it. Even those with the 
“good” results who were still having symp- 
toms about their coccyx were more than satis- 
fied with the operation. Many of them had 
recommended operation to their friends and 
relatives. With each succeeding examination 
I have become more and more convinced that 
coccygectomy is a useful operation, often 
neglected and too often denied to the patient. 


I had hoped to find some common ground 
which would make it easy to group these pa- 
tients into those who would be benefited by 
operation and those who would not. No such 
common ground could be found. Each in- 
dividual patient must be handled specifically 
and assisted separately. If anything I think in 
the future we would well err on the side of 
radicalism rather than conservatism in the 
treatment of cases of coccygodynia. 
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Discussion (Abstract) 


Dr. O. Anderson Engh, Washington, D. C. Many 
of us have wondered when some surgeon would have 
the courage to present a series of cases in which a 
coccygectomy was done. Dr. Powers has had this cour- 
age, having performed this procedure on 25 patients. 
I am impressed by his good results. Furthermore, I 
would not disagree with him on the use of this pro- 
cedure on well-selected cases. It is obvious to me that 
Dr. Powers has used good judgment in selecting the 
type of individual who would respond to such surgical 
treatment. 


There is one difficulty, however, in agreeing with 
the speaker without some reservations. Some who 
have heard this talk will use this method too freely, 
even though they have been cautioned in the past 
against it. They will not heed his warning that it 
should be performed on well-selected cases. I am 
sure that Dr. Powers, in closing, will reiterate the 
need for close evaluation of the case prior to surgery. 


We have been fortunate in our cases of coccygec- 
tomy, although they have been done on a relatively 
small number of cases. We have followed a plan of: 
(1) waiting at least six weeks before performing oper- 
ation so as to sufficiently evaluate the patient; (2) 
getting the opinion of an orthopedic consultant; and 
(3) referring the patient to a psychiatrist if even a 
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minimal amount of doubt exists concerning the pa- 
tient’s psychologic reactions. 

For many years coccygectomy has been regarded as 
a dangerous procedure because of its effects. Un- 
doubtedly this warning is based on some very sad ex- 
periences. I have had the opportunity of observing 
some of the severe reactions which have occurred in- 
volving various systems of the body. These effects 
are frequently so bizarre that the coccyx has been 
given special importance in its relationship to their 
development. In this discussion it would not be pos- 


sible for me to describe some of the cases which | 
have seen, but for the benefit of those who are cop. 
templating coccygectomy I may warn you of such 
complications. 

Again let me say that I concur with Dr. Powers 
in coccygectomy on well-selected cases. I would sug. 
gest, however, that before an operation is done the 
old adage of the obstetrician “Time and more time 
be given before resorting to surgery.” 

I wish to thank Dr. Powers for the Opportunity to 
discuss this subject. 
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Anemia Due to Gynecologic Disease: 
Its Correction by the Use of Iron Orally* 


JOHN D. THOMPSON, M.D.,t Baltimore, Md. 


Established facts, tried by time, are sometimes forgotten, especially by younger men who, in their 
training period, desire to use the more direct and active approach to treatment through the 


needle than by using physiologic routes. This paper serves as a timely reminder that with a 
little patience, inexpensive and more physiologic management can attain satisfactory ends 


without any hazards. 


MopERN SURGICAL METHODS sometimes sub- 
stitute a faster program for a safer one with- 
out justification. This is especially true of the 
physician who always transfuses the anemic 
woman regardless of her individual situation, 
and regardless of the danger of a major catas- 
trophe from an incompatible blood trans- 
fusion, even today. This misuse of blood is 
by no means limited to the practicing phy- 
sicians. The fault lies primarily with the 
teaching services of the medical centers where 
the dangers of transfusion are underempha- 
sized, and the practice of routinely transfusing 
anemic patients is witnessed by young doctors 
and students. On the busy surgical services 
of these teaching centers the question is too 
often not whether to transfuse the anemic 
patient, but rather how fast to transfuse her. 
It is the responsibility of teaching centers to 
correct this attitude. Failure to do so will re- 
sult in a far greater problem in the {uture. 
The establishment of modern blood banks 
and the ready availability of blood on the one 
hand has saved countless lives, but on the 
other hand has undoubtedly increased the 
tendency to use blood unnecessarily. The 
dangers of transfusion are still significant. 
The mortality rate from blood transfusion ap- 
proaches 1:1000. To the danger of a major 
incompatibility, one must also add_ the 
dangers of minor incompatibility, sensitiza- 
tion to known and unknown antigens (par- 
ticularly important to the young mother), 
hepatitis, bacteremia, pyrogens, and allergic 
reactions. In an editorial appropriately titled 
“One Pint of Blood,” Crisp! emphasized 


*From the Department of Gynecology of the Johns Hopkins 
University and Hospital, Baltimore, Md. 
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these points, and said, “The anemias should 
be studied with more care and blood trans- 
fusions reserved for the aregenerative forms 
of anemia. Oral therapy takes longer but in 
an elective procedure it is much safer.” 


In 1933, Everett? suggested that treatment 
of anemic patients with iron orally is entirely 
satisfactory if sufficient time is available, and 
he reported a group of gynecologic patients 
successfully handled in this manner. Accord- 
ingly, in 1955 and 1956, the staff of the Gyne- 
cological Service of the Johns Hopkins Hos- 
pital became more vigorous in treating 
anemic patients preoperatively with oral fer- 
rous sulfate therapy rather than transfusions 
to correct the anemia. It was thought that if 
these patients were carefully selected and 
closely followed, it would be much safer to 
build up the hemoglobin level with oral iron 
than with transfusions, especially in view of 
some unfortunate fatalities from blood trans- 
fusions which have occurred on the Gyneco- 
logical Service during the past few years. 


The group of seven patients whose histories 
are recorded here represents a sample of a 
larger group of patients who developed 
anemia secondary to bleeding from benign 
gynecologic lesions, and were treated prior to 
operation with oral ferrous sulfate therapy 
rather than transfusions to obtain a satis- 
factory hemoglobin level. In five of these pa- 
tients the anemia was severe. These are pre- 
sented to show that even the markedly anemic 
patient does not always require transfusion 
for preoperative correction of anemia if suf- 
ficient time is available. Of course, many 
other patients with less severe degrees of 
anemia have been given iron orally and have 
thus avoided the dangers of one or more blood 
transfusions. 


| 
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Case Reports 


Case 1. (J. H. H. No. 718598). H. D., a 48 year 
old colored woman, was referred from the Medical 
Clinic to the Gynecological Clinic, where she was seen 
on October 21, 1955, and was found to have menor- 
rhagia, secondary anemia (hemoglobin — 5.6 Gm.), 
and myomata uteri. She was placed on oral ferrous 
sulfate and followed closely as an outpatient. When 
her hemoglobin had reached a satisfactory level (11.4 
Gm.) she was admitted to the hospital, On December 
15, 1955, a total abdominal hysterectomy, right sal- 
pingo-oophorectomy, and appendectomy were done. 
Transfusion was not necessary. The pathologic find- 
ings were benign. The postoperative course was un- 
eventful and the patient was discharged on the tenth 
postoperative day. Her postoperative hemoglobin was 
11.5 Gm. At her postoperative clinic visits she re- 
mained well. 


Case 2. (J. H. H. No. 717674). A. L., a 37 year 
old colored woman, was seen in the Gynecological 
Clinic on October 10, 1955, with large myomata uteri 
and symptoms of pelvic pressure. She was admitted 
to the hospital for hysterectomy, but on admission 
her hemoglobin was 6.0 Gm. Transfusions were with- 
held and the patient was started on oral ferrous sulfate 
and discharged to be closely followed as an outpatient. 
By December 2, the hemoglobin was 11.7 Gm. She 
was readmitted and on December 7, 1955, a total 
abdominal hysterectomy and left salpingo-oophorec- 
tomy were done without transfusions. Pathologic find- 
ings were benign, confirming the presence of the 
myomata. The postoperative hemoglobin was 12.4 Gm. 
The postoperative course was uneventful, and she was 
discharged well on the ninth postoperative day. She 
has remained entirely well on follow-up visits to the 
Gynecological Clinic. 


Case 3. (J. H. H. No. 135366). H. B., a 40 year 
old colored woman, was seen in the Gynecological 
Clinic on January 10, 1956, with a small myomatous 
uterus and mild menorrhagia. She was found to be 
anemic with a hemoglobin of 7.4 Gm. She was begun 
on oral ferrous sulfate therapy. On March 20, the 
hemoglobin was 10.6 Gm. On March 21, she was ad- 
mitted to the hospital and a D & C was done under 
general anesthesia. A submucous myoma was felt at 
the time of D & C. 

Case 4. (J. H. H. No. 207450). A. A., a 42 year 
old colored woman, was seen in the Gynecological 
Clinic on September 15, 1955, with a small myomatous 
uterus and menorrhagia. She was found to be anemic 
with a hemoglobin of 8.2 Gm. Oral ferrous sulfate 
therapy was started. In a little more than two months 
the hemoglobin level was satisfactory (13.0 Gm.). She 
was admitted to the hospital and on November 21, 
1955, a total abdominal hysterectomy, left oopho- 
rectomy, and appendectomy were accomplished with- 
out transfusion. Her recovery was uneventful and 
she was discharged on the tenth postoperative day. 
‘The postoperative hemoglobin was 13.5 Gm. On two 
postoperative clinic visits she remained entirely well. 

Case 5. (J. H. H. No. 445250). O. M., a 34 year 
old colored woman, was seen in the Gynecological 
Clinic on October 20, 1955, with a complaint of 
menorrhagia. The examination was unremarkable ex- 


MAY 1957 


cept for a small myomatous uterus and a severe sec. 
ondary anemia (hemoglobin 4.9 Gm.). Oral ferroys 
sulfate therapy was prescribed. She was followed Close. 
ly in the clinic, and the response was satisfactory. She 
was absent from the clinic for two months, and when 
she returned she was readmitted. She had continue 
her iron therapy, and her hemoglobin was 13.0 Gm. 
On February 8, 1956, a total abdominal hysterectomy 
and appendectomy were done. The postoperative 
course was benign, as was the tissue removed at Oper- 
ation. No transfusions were necessary. The Postopera- 
tive hemoglobin was 11.5 Gm. She was discharged 
on the tenth day after operation and remained well 
on subsequent clinic visits. 

Case 6. (J. H. H. No. 104300). E. B., a 43 year 
old colored woman, was seen in the Accident Room 
on February 21, 1956, with complaints of dysmenor. 
rhea and heavy menorrhagia of eight to ten years 
duration. On examination, the uterus was a large, 
multinodular, myomatous mass. A secondary anemia 
was present (hemoglobin 6.0 Gm.). From the history 
it was learned that the patient had been severely 
anemic for at least three years. Oral ferrous sulfate 
therapy was prescribed, and by March 29, 1956, the 
hematocrit had reached a satisfactory level (hemat- 
ocrit 35). She was admitted to the hospital and a total 
abdominal hysterectomy, bilateral salpingo-oophorec. 
tomy, and appendectomy were done without the neces. 
sity for transfusion. The pathologic findings were 
benign and confirmed the presence of the myomata. 
The hematocrit on the third postoperative day was 
31, and the postoperative course was uneventful. She 
was discharged on the tenth day after operation and 
remained well on subsequent clinic visits. 


Case 7. (J. H. H. No. 343366). M. T., a 40 year 
old colored woman, was admitted to the Osler Medical 
Service on November 11, 1955, with hypertension, 
hepatosplenomegaly, cardiomegaly and anemia. The 
hematocrit was 18. A very complete hematologic and 
medical study established the anemia as a hypochromic 
and microcytic, iron-deficiency type. The past history 
revealed that on two previous occasions the patient 
had been found to be anemic, and this had been cor- 
rected with transfusions and oral iron. 


The patient was digitalized and begun on oral 
ferrous sulfate therapy. The hematocrit and reticulo- 
cyte counts rose promptly. After three weeks of iron 
therapy the hematocrit was 31. A gynecologic con- 
sultant thought that the patient had sufficient menor- 
rhagia to explain the anemia. There were no ab- 
normal findings on pelvic examination. Under general 
anesthesia a D & C was done. Tissue revealed the 
endometrium as interval, nonsecretory, and chronic 
cervicitis, The patient convalesced uneventfully. On 
February 1, the hematocrit was 41.8. When seen in 
the Gynecological Clinic on April 20, 1956, the 
menorrhagia had recurred. A vaginal hysterectomy was 
offered but was refused by the patient. 


Discussion 


Several factors seem important in handling 
these anemic patients conservatively with oral 
iron. 

1. The patient must be cooperative. If 
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there is any suggestion that she will not re- 
turn for clinic visits as directed, or that she 
will not take the medication as instructed, 
then the conservative approach should be 
abandoned and the patient admitted, trans- 
fused, and operated on. She should be seen 
every week or two while she is anemic, and 
when the hemoglobin reaches a satisfactory 
level, she should be admitted for definitive 
surgery. 

9. If there is any suggestion that the pa- 
tient has a pelvic malignancy, transfusion 
should be used since time should not be 
wasted to correct the anemia with iron. 

3. If there is any suggestion that the 
anemia is due to infection, such as an active 
pelvic abscess, transfusion is the best ap- 
proach. The anemia of infection is caused by 
a reduction in absorption of iron from the in- 
testinal tract, a diminished serum iron-bind- 
ing capacity and a reduced level of serum 
iron, and a diminished capacity for hemo- 
globin synthesis.* It will not respond to oral 
iron therapy. 


4. If the patient’s bleeding is too heavy or 
too continuous, transfusion is necessary to 
combat the anemia. Occasionally, if circum- 
stances are ideal, the flow may be stopped 
with estrogens and/or testosterone long 
enough to allow time for correction of the 
anemia. 


The figures listed in table 1 are in no way 
a statistical analysis of the operations or trans- 
fusions on the Gynecological Service, but they 
are of some interest. The total number of 
transfusions and the total number of opera- 
tions for each of the last six years is listed. 
Whereas the total number of major opera- 
tions has remained fairly constant, the total 
number of blood transfusions has fluctuated, 
and in 1955 fewer transfusions were given 
than in any previous year. During this six 
year period the type of gynecologic surgery 


TABLE 1 


TOTAL NUMBER OF BLOOD TRANSFUSIONS AND 
MAJOR OPERATIONS, 1950 THROUGH 1955 


Year Major Operations Transfusions 
1950 1080 794 
1951 1068 850 
1952 1139 895 
1953 1142 1053 
1954 1077 1008 
1955 1079 673 
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has remained fairly constant, except for some 
recent increase in the number of radical pel- 
vic operations for cancer. Many factors con- 
tribute to the number of transfusions given, 
but it is thought that the current program of 
correction of anemia with oral iron is an im- 
portant factor in the reduction of the num- 
ber of transfusions given preoperatively. For 
example, it is estimated that a total of about 
19 or 20 transfusions would have been re- 
quired to correct the anemias of this small 
group of seven patients reported here. 

This does not mean to suggest that trans- 
fusion should be deliberately withheld from 
any patient in whom it is indicated. This, of 
course, would be extremely dangerous in view 
of the increase in morbidity and mortality as- 
sociated with surgery on anemic patients. 
However, this does mean to re-emphasize the 
point that secondary anemia in gynecologic 
patients can be corrected by iron orally with 
greater safety if a careful appraisal of the pa- 
tient indicates that she is a suitable candidate 
for such a program. 

It may be useful to recall a few facts. A 
severe hemorrhage over a short period of time 
does not deplete the iron reserves of the body. 
A considerable reserve will remain to reform 
hemoglobin, although this will be hastened 
by the administration of iron orally. Repeated 
hemorrhages, such as occur in menorrhagia, 
will rapidly reduce the iron stores of the body. 
Barer and Fowler* studied the blood loss of 
100 women during normal menstruation, and 
found that the mean loss for the entire group 
was 50.55 cc. But the menstrual flow varied 
from 6.66 cc. to 178.69 cc., representing from 
2.28 to 78.96 mg. of iron. The daily dietary 
content of iron is adequate to replace the 
loss of 2.28 mg. of iron per period, but is 
grossly inadequate to replace the loss of 78.96 
mg. of iron per period. Under these circum- 
stances the iron reserve in the body would be 
depleted without supplementary oral iron. 
Hynes® has calculated that when a diet pro- 
vides 4 mg. of iron daily for hemoglobin 
synthesis, this iron will replace a loss of 8 cc. 
of blood a day by a normal person. He states, 
however, that moderate menorrhagia could 
of itself demand more than the available 4 
mg. of iron. Dietary iron will increase the 
hemoglobin only 0.15 Gm. per 100 cc. per 
week. 
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The disadvantages of oral iron therapy are 
few. Occasional mild gastrointestinal symp- 
toms result, but almost all of our patients 
have been able to tolerate 0.6 Gm. of ferrous 
sulfate three or four times a day. From a re- 
view of the cases presented, it is evident that 
a period of eight to ten weeks may be neces- 
sary to correct a severe anemia with iron 
orally. This is largely due to the fact that iron 
is incompletely absorbed from the intestinal 
tract. Salter® states that the absorption rarely 
exceeds 8 per cent of the amount given. There 
is, of course, a relationship between bodily 
need for iron and the amount of iron ab- 
sorbed.? When iron deficiency is produced by 
repeated bleedings, the utilization of ingested 
iron may be increased from a normal of 7 
per cent to 33 per cent.5 

A method which would retain the safety of 
oral iron, yet correct the anemia in a shorter 
time would be preferable. The toxicity of the 
intravenous iron preparations precludes their 
use except in unusual circumstances. How- 
ever, intramuscular iron is now available and 
has had several favorable clinical trials.8-!? 
Its toxicity is minimal, and theoretically its 
utilization is 100 per cent. It causes a more 
rapid hemoglobin response. I am presently 
participating in a clinical study to investigate 
the usefulness of intramuscular iron in cor- 


recting iron-deficiency anemias in Synecologic 
and obstetric patients. 


Summary 


In properly selected patients the iron-de. 
ficiency anemia resulting from benign gyneco. 
logic bleeding can and should be corrected 
with oral iron therapy rather than with blood 
transfusions. Even severe anemias may be cor. 
rected if sufficient time is available. The 
presence of malignancy or active infection 
contraindicates the use of oral iron. 
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Appendicitis — A Clinical Study: 


Study Based on 794 Patients 


J. C. THOROUGHMAN, M.D.,t Atlanta, Ga. 


This is the kind of study which should appear from time to time as a yardstick to which 
others should compare their diagnostic errors in conditions suggestive of acute appendicitis. 


SINCE KRONLEIN’S FIRST APPENDECTOMY in 1884, 
and since Reginald Fitz’s paper on “Per- 
forating Inflammations of the Veriform Ap- 
pendix” in 1886, many papers have been 
written on this subject. Bernays,! in 1903, 
stated that at that time over 2,000 articles had 
appeared in the literature of Europe and 
America. Although the treatment has become 
more or less standardized, there is no uniform- 
ly accepted percentage of permissible diag- 
nostic errors in such a common disease. This 
would indicate that we, as surgeons, have been 
loath to study our own results and have 
perhaps been lax in attempts to improve our 
diagnostic ability. This paper is presented 
to emphasize these aspects of the subject. 
Mauldin’s? studies of a series of patients in 
two hospitals reveal that in only 66 per cent 
of patients diagnosed preoperatively as acute 
appendicitis was the diagnosis confirmed by 
the pathologist. ‘Twenty-five of those so 
diagnosed were designated “subsiding ap- 
pendicitis.” Seventy per cent of a series 
similarly studied by Hays* were acute. Joffee 
and Wells* quote Aschoff’s figures of 35 per 
cent normal appendices in 847 cases with a 
primary diagnosis of acute appendicitis. They 
also quote Sappington and Horneff’s figures 
of 60.3 per cent normal appendices found in 
a similar survey of 937 cases. Joffee and 
Wells’ own figures were challenging. In 
patients studied in their hospital, 27.4 per 
cent of appendices removed in 1,000 cases with 
a preoperative diagnosis of acute appendi- 
citis were normal. The cases of their staff 
doctors A, B, C, D, and E were placed in one 
group and all other staff surgeons in another. 
This latter miscellaneous group had only 12.9 
per cent of diagnostic errors, while Doctor 
B’s error was 50 per cent and the average 


_tFrom the Surgical Service, Veterans Administration Hos- 
pital, Atlanta, Ga. 


error of the five doctors studied was 36.6 per 
cent. They concluded that “from 15 to 20 
per cent of normal appendices should be 
removed in a good surgical practice.” 


Clinical Study 


Our study included 794 cases in the Atlanta 
Veterans Administration Hospital with an 
admission diagnosis of acute appendicitis. 
These patients were admitted over a period 
of 7 years and 7 months and the diagnosis 
was usually made by the senior surgical resi- 
dent. Senior staff members were available 
for consultation. After evaluation on the 
Surgical Service, operation on 150 of these 
cases was not considered warranted because 
a nonsurgical condition was diagnosed. The 
remaining 644 were thought to have acute 
appendicitis and were subjected to explora- 
tion. In 25.3 per cent (163 cases) the patholo- 
gist returned a verdict of normal or other 
nonacute findings. Even if an additional 17 
cases having normal appendices but other 
acute surgical conditions are deducted, there 
remain 23 per cent of our cases in which a 
normal appendix was removed and no other 
condition was corrected. Even utilizing the 
total figure of 794 cases, our error remains 
20.5 per cent, a figure which we consider far 
from ideal. It is of some interest that the 
diagnostic accuracy in our hospital varied 
from a low of 68 per cent in the year 1947-48 
to a high of 87 per cent in 1954-55 (Table 1). 

The statement is frequently made, “If the 
patient does not have appendicitis, a simple 
laparotomy will not hurt him.” We were 
chagrined to find the complications shown in 
table 2 in our 163 patients who had normal 
appendices. Fortunately our only death in 
the entire series occurred in a case of acute 
appendicitis. This was due to cardiac arrest. 


The 17 patients having normal appendices 
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TABLE 1 


SOME DISCHARGE DIAGNOSES MADE IN PATIENTS 
WITH NORMAL APPENDICES AND A PREOPERATIVE 
DIAGNOSIS OF ACUTE APPENDICITIS 


Gastroenteritis 

Genitourinary conditions, miscellaneous 
Mesenteric lymphadenitis 

Peritonitis, staphylococcic 

Regional ileitis 

Seminal vesiculitis 

Ureteral calculus 


OO 
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TABLE 3 


NORMAL APPENDIX—OTHER ACUTE SURGICAL 
DISEASE PRESENT 


Cecal pathology, acute 
Cholecystitis, acute 
Intestinal obstruction 
Meckel’s diverticulitis 

Acute hemorrhagic epiploitis 
Peptic ulcer, perforated 


Total 


but who had other acute surgical conditions 
are listed in table 3. 

Seminal vesiculitis as a mimic of acute ap- 
pendicitis has received insufficient emphasis. 
Kleitsch and Heiser® state that “acute semi- 
nal vesiculitis is more frequently confused 
with appendicitis than any other disease.” 
They reported 10 cases. Seabaugh*® reported 
two cases and commented on the paucity of 
discussion on this topic in recent literature. 
Sixteen cases of seminal vesiculitis in our series 

2.5 per cent) had an admission diagnosis of 
acute appendicitis. Five of these were op- 
erated upon and normal appendices found. 
Four cases of prostatitis had an admission 
diagnosis of acute appendicitis and one of 
these patients was operated upon. Compli- 
cating the problem was the finding that in 
5 of our cases the pathologic diagnosis of 
acute appendicitis was made, together with a 
clinical diagnosis of either seminal vesiculitis 
or prostatitis. A more detailed discussion of 
this problem forms the basis of a subsequent 
report. 


Some of the accepted findings in acute ap- 
pendicitis were analyzed in order to obtain 
an idea of their frequency. 

History. Recent textbooks emphasize the 
varied symptomatology as opposed to the 
formerly accepted classical picture of acute 
appendicitis. The present series substantiates 


TABLE 2 


COMPLICATIONS OCCURRING IN 163 
APPENDECTOMIES FOR NONACUTE APPENDICITIS 


Wound complications (hematoma, abscess, 
induration, infection) ll 


Spinal headache, severe 1 
Chest complications, mild 1 
Pulmonary infarct or pneumonia 1 
Febrile reactions, severe 2 
Painful neuroma in scar 1 


Total complications (10 per cent of normal appendices) 17 


this concept. Pain frequently begins else. 
where than in the epigastrium, and in one of 
our patients began in the left upper quad. 
rant. One patient with acute appendicitis 
had bilateral testicular pain as part of his 
present illness. In over 20 of our cases there 
was a history of two or more stools, frequently 
loose, as part of the illness, although Moses? 
as recently as 1946 did not believe that diar- 
rhea is frequently found. While nausea and 
vomiting have long been recognized as clas- 
sical symptoms, anorexia has not received 
adequate attention as a component of the 
picture, and in only 7 cases in our series (1.5 
per cent) was there no history of anorexia, 
nausea or vomiting. In 8 additional cases the 
history regarding anorexia was incomplete. 
This probably indicates that the value of this 
symptom has been insufficiently emphasized 
to residents and medical students. Approxi- 
mately 7.4 per cent (28 patients) gave a history 
of anorexia without nausea or vomiting. It 
was interesting that a history of chills was 
recorded at least 16 times. I was not aware of 
the frequency of this symptom sufficiently 
early to include it for study, and therefore 
this figure cannot be considered as having 
statistical significance. Christopher® does not 
mention the occurrence of chills in his dis- 
cussion of symptomatology. At least 33 
patients in our series gave a history of pre- 
vious attacks, but here again no attempt was 
made to ascertain accurately the frequency of 
recurrent attacks. One patient with a per 
forated appendix gave a history of 15 previous 
attacks. 


Physical examination. It has repeatedly 


been pointed out that many times an increase 
in temperature does not occur in cases ol 
acute appendicitis. In our series, 20.4 per 
cent (98 patients) had an oral temperature of 
98.6° or below on admission. Only 9 had ad- 
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mission oral temperatures below 98° (1.8 
per cent). 

Our series was in agreement with the ac- 
cepted concept that the pulse rate varies over 
a wide range. While it is recognized that only 
seldom do we have a normal pulse rate to use 
as a base line of these emergency cases, it is 
interesting that 23 per cent (82 of 357 
patients) had an admission pulse rate of 80 
or below. 

As expected, tenderness over the involved 
appendix was almost invariably present. 
Three proved cases were possible exceptions. 
In one the tenderness was charted as “ques- 
tionable;” in another, the pathologic report 
was “subsiding appendicitis;” and in the third, 
the tenderness was so definitely epigastric 
that a perforated peptic ulcer was diagnosed 
preoperatively. Rigidity or increase in muscle 
tone was present in 82 per cent (270 of 328) 
of the cases. It was likewise present to some 
extent in cases where an acute appendix was 
not found at the time of operation. The 
diagnoses in these cases are presented in 
table 4. 

Laboratory findings. Everyone who has 
had experience with acute appendicitis real- 
izes the unreliablility of the total white count 
or the differential count. It is of some interest 
that in 8.7 per cent (41 of 471) of the cases 
the white count was less than 10,000, and in 
1.9 per cent the count was less than 7,000. 


The presence of free air in the peritoneal 
cavity is a very rare finding and only one of 
our cases demonstrated this phenomenon. 

Pathologic findings. In all of our cases 
the opinion of the pathologist was accepted 
as final. We had the same frustration which 
all surgeons have when, in what seemed to 
us to have been acute appendicitis at the time 
of operation, a pathologic report of “normal” 


TABLE 4 


CASES SHOWING INCREASED MUSCLE TONE IN 
WHICH NORMAL APPENDIX WAS FOUND 


Perforated ulcer 
Peritonitis, staphylococcic 
Meckel’s diverticulitis 
Granuloma of the cecum 
Regional ileitis 

Seminal vesiculitis 
Mesenteric lymphadenitis 
Gastroenteritis 

Appendix, scarred 
Appendix, normal 


awe Ome 


was returned. The clinical significance of the 
scarred appendix, so far as we know, is yet 
to be elucidated as an agent capable of pro- 
ducing symptomatology which simulates acute 
appendicitis. There are those who believe 
that the presence of a fecolith is indicative of 
an abnormality of the appendix. It is urged 
that attention be given to these two prob- 
lems as being important in future studies, 
which may help to increase the accuracy of our 
diagnoses. 


Conclusion 


A review of our cases reveals that while our 
diagnostic error falls within the general 
average, there is definite room for improve- 
ment. We believe that the problem of diag- 
nosis is worthy of continued study by the 
surgical profession. All cases having an ad- 
mission diagnosis of acute appendicitis may 
be divided into three categories. 

1. The clinical picture is one of acute 
appendicitis and operation is indicated. 

2. The diagnosis of acute appendicitis can 
neither be established nor excluded after 
careful evaluation and operation is indicated 
to resolve this doubt. 

3. Other conditions are responsible for 
the patient’s complaints and a clinical diag- 
nosis of acute appendicitis is not warranted. 

A “look and see” policy should not be used 
to justify poor evaluation and poor surgical 
judgment. 

Certain findings are rather common and 
their combined absence would cast serious 
doubts on the statistical possibility of a given 
case having appendicitis. These findings are: 

1. Increased muscle tone occurs in ap- 
proximately 80 per cent of the cases. 

2. Nausea, vomiting or anorexia occurs in 
approximately 98 per cent of the cases. 

3. A temperature of 98°F. or over occurs 
in 98 per cent of the cases of acute 
appendicitis. 

4. In 90 per cent of cases the white count 
is greater than 10,000 and in 98 per cent it 
is greater than 7,000. 


Summary 


1. A study of 794 cases having an admis- 
sion diagnosis of acute appendicitis was made. 
Some pertinent clinical facts were cited, and 
the incidence of some of the clinical and 
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laboratory findings was presented. 

2. The diagnostic error in acute appendi- 
citis varies from 13 to 60 per cent in different 
series. The diagnostic error in the series here 
presented is 25.3 per cent. 

3. A diagnostic error of 15 to 20 per cent 
is suggested as a reasonable figure for good 
surgical practice. 

4. The importance of continued study of 
appendicitis as a diagnostic problem is 
stressed. 
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A New Concept of Noncoronary 


Precordial Pain 


SHEA HALLE, M.D.,f New Orleans, La. 


Pain referred to the precordium offers a common diagnostic problem, particularly so in the patient 
suffering from heart disease, either presently or in one who has had coronary closure. Especially is 
this true in the person who has “heart consciousness,” and anxiety about heart disease. The 
author's thoughts concerning the etiology and pathogenesis of noncoronary pain are 
interesting and should provoke thought and observations by other clinicians. 


DURING THE PAST TEN YEARS | have been puz- 
zled in my attempts to explain the cause of 
precordial pain, and apical tenderness, in 
many patients having fear of heart trouble 
but who usually have no organic heart disease. 
These patients suffer from a state of anxiety 
with heart consciousness, which has been 
termed variously, neurocirculatory asthenia, 
DaCosta’s syndrome,! effort syndrome or car- 
diac neurosis. No adequate cause for this non- 
coronary precordial pain and tenderness is 
revealed in a search of medical texts or litera- 
ture. From my observations I propose to of- 
fer a simple explanation that will help us bet- 
ter to understand the dynamics of such pain, 
and thereby help us to improve our thera- 
peutic approach. 

Some anxious patients with heart conscious- 
ness complain of a “pressure,” “weight,” 
“ache” or “load” over their hearts (heart- 
ache), and have point tenderness in the left 
inframammary area. Others, without prom- 
inent heart consciousness, complain of the 
same type or “weight,” “ache” or “load” over 
the anterior upper chest, and have tenderness 
over the left or right second and/or third 
costochondral junctions. I believe all the 
complaints are due to the same cause, the in- 
voluntary prolonged contraction of muscles of 
the chest wall in response to emotional ten- 
sion in anxious patients. Headache, back- 
ache, spastic colon, labile blood pressure, in- 
volving respectively the scalp, back, colon and 
peripheral arterioles, are generally accepted as 
results of this increase in muscle tension. Thus, 
we are ready to acknowledge the fact that in- 
creased contraction of most all voluntary mus- 


tFrom the Department of Medici Louisi i- 
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cles of the body, and probably much of the 
involuntary muscle, exists in the anxious pa- 
tient. The chest symptoms under discussion 
are analagous, and have the same origin, the 
old, oft described emergency defense reaction. 
The symptoms and signs vary according to the 
susceptibility of the different parts of the 
body. 


Symptoms and Their Interpretation 


We are concerned with those symptoms 
which are the simple mechanical result of hold- 
ing various parts of the anterior chest wall too 
rigidly too long. A study of large numbers of 
patients having anxiety shows that each indi- 
vidual has a different pattern of involvement 
of the chest wall, but in general, we may think 
of them as belonging to one of two groups. 
The first group holds the upper segments of 
the chest rigidly, and breathes with the dia- 
phragm and lower chest wall.?5.6 These pa- 
tients show varying types of upper chest pain, 
stabbing, aching or burning, with soreness of 
the costochondral junctions, of the right and 
left second and third ribs. The pain may 
radiate laterally into the shoulder and the left 
arm. These make up our anxiety patients 
without heart consciousness. 

Our second group comprises those who use 
the upper chest wall for respiration, holding 
the lower chest and diaphragm in a chronically 
contracted state. The lower thoracic expan- 
sion is limited markedly, the diaphragm re- 
maining flat and tonically contracted, even 
during expiration. It is to these latter pa- 
tients we apply the term neurocirculatory 
asthenia, or anxiety neurosis with heart con- 
sciousness. They complain of an exaggerated 
degree of precordial ache, “heartache,” of 
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precordial pressure, and have marked tender- 
ness and soreness over the fourth and fifth 
costochondral junctions, especially of the left 
fifth, anatomically just under the left breast 
above the apical impulse. Soreness of lesser or 
negligible degree may exist over the right 
fourth and fifth costochondral junctions; or 
the pain may also radiate into left shoulder 
and arm, but there is an unusual localiza- 
tion of pain over the precordial area. 

These symptoms, and the difference in 
symptoms between the two groups, I believe 
are to be explained on the basis of exaggerated 
muscular contraction focusing the greatest 
strain on the precordial area, because of the 
heart consciousness. This muscular action is 
involuntary. It is as if the anxious, heart 
conscious body protects its heart with exces- 
sive rigidity of the precordial muscles. 

Other complaints of these patients can like- 
wise be explained. The shortness of breath, 
for instance, is actually a sighing respiration, 
a difficulty in getting a deep breath, due to 
forceful inspiration against a rigid chest wall. 
Subjectively, ventilation is inadequate. If 
more severe it leads to hyperventilation,’ the 
compensatory overbreathing resulting in dizzi- 
ness, fainting and weakness. Weakness and fa- 
tigue also follow the prolonged generalized in- 
crease in muscle tension. The anxiety persists 
without respite, day and night, and so does 
the muscle tension, eventually leading to ex- 
haustion. From these people one hears, “I go 
to bed tired and wake exhausted.” Eventually, 
fatigue is out of all proportion to effort, and 
these people “burn out.” 

It is realized, of course, that many phys- 
iologic forces are at play here. Muscular ex- 
haustion is added to “chemical exhaustion.” 
The mechanism is still the same, overuse of 
the emergency defense reaction because of 
chronic sustained anxiety. 

Two aspects of this localized precordial pain 
require further clarification, and not much 
help comes from the literature or texts. First, 
there is need for an explanation of noncoro- 
nary precordial pain that radiates to the left 
shoulder and arm. A tenable explanation in- 
volves contact between the splenic flexure of 
the colon and the tonically contracted dia- 
phragm. The frequency of digestive dis- 
turbances due to an irritable colon is recog- 
nized. The similarity of neurasthenic traits in 
anxiety patients with irritable colon, and 
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those with heart consciousness, has been noted, 
Also, a variety of irritable colon, the splenic 
flexure syndrome, causes precordial pain that 
may radiate to the left shoulder and am)! 
Thus, it seems to me that lesser degrees of jp. 
volvement of the splenic flexure, combined 
with the more significant flattening of the 
diaphragm, as noted in our syndrome of heart 
consciouness, explains the radiation. 

Our second problem is to explain the apical, 
or inframammary tenderness. It has been a. 
tributed to the beating of an unusually force. 
ful heart against the fatigued intercostal mus. 
culature of the chest wall. This does not suf. 
ficiently take into consideration the role of an 
abnormal contraction of precordial muscula 
ture, lower thoracic muscles, and the dia. 
phragm. No recognition has been given to 
the role of the costochondral junction as the 
cause for this symptom. Mention of the costo 
chondral junction strain brings us to a con- 
sideration of Tietze’s syndrome. 

In 1921, Tietze® published an article in the 
German literature to report four cases of an 
unexplained syndrome, characterized by pain- 
ful, nonsuppurative swelling of a costal carti- 
lage. He could find no specific cause, no con- 
stitutional disturbance. He pointed out that 
several cases ran a prolonged and fluctuating 
course. This “cartilage dystrophy” was sus 
pected of being due to wartime malnutrition, 
Since the appearance of this article, other av- 
thors explored the condition and came to the 
same general conclusions. These observers 
pointed out that this painful swelling of the 
costochondral junction occurred in otherwise 
healthy young adults, of either sex, usually in- 
volved the second and third left junctions, 


‘possibly the second right junction, and les 


frequently one of the others. Usually only 
one joint was involved, rarely two, or even 
three. There was minimal pain, of a dull 
aching type, fluctuating in degree, often pre 
ceding onset of the cartilaginous swelling. No 
constitutional symptoms were found, except 
those associated with respiratory illness, which 
seemed to have some relationship." This 
relationship has been based on the presence of 
significant cough as a traumatic basis for the 
joint swelling. Although trauma from & 
ternal cause seems to play a minor, perhaps 
aggravating role, trauma from cough may have 
more significance. Biopsied specimens of it 
volved cartilages have consistently revealed a 
normal histologic 
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Attempts have been made to explain the 
swelling of the cartilage on an anatomic 
basis! It has been suggested that the con- 
dition is not primarily a disturbance of the 
costal cartilage. Rather that it is due to the 
cartilage buckling forward because of the 
contraction of the ligaments which lie behind 
the cartilage and run along the posterior sur- 
face of the cartilage to the posterior aspect of 
the sternum. Since the ligament behind the 
second left costal cartilage is anatomically dif- 
ferent from the others in a large percentage 
of cases, it therefore is logical that the second 
cartilage should be the chief site of the strain. 
When other junctions are more involved than 
the second, it may be attributable to a liga- 
mentary aberration which has shifted to some 
other junction. 


This is a plausible explanation. However, 
to carry it to its logical conclusion, one must 
add the mechanism of muscular contraction. 
It is selective muscular contraction of the chest 
wall that creates the ligamentary forces that 
cause the buckling, or straining, or excessive 
stress on the costochondral junction, with re- 
sultant pain and tenderness, or painful swel- 
ling if the force is severe enough. Just as the 
cat arches its back with fear, some humans 
“arch” their anterior chests to support a heavy 
emotional “load.” 


Apparently the stresses and strains generated 
from muscular contraction of the upper chest 
wall exert enough force against the second, 
and occasionally the third costochondral joint, 
so there is actual swelling as part of the in- 
flammatory reaction. On the other hand, for 
mechanical reasons, there is not enough stress 
placed on the fourth and fifth junctions to 
cause anything more than tenderness, and oc- 
casional joint and precordial pain. The milder 
cases involving the second and third joints are 
usually missed, because the tenderness is not 
sought until the swelling appears, as it does 
in only a minority of cases. 

It seems clear that emotional tension is not 
the only cause of costochondral strain. Trauma 
from external injury must be considered, as 
well as the more significant trauma from an 
internal insult to the chest wall from cough- 
ing.!°-'1 Trauma must be especially emphasized 
when there is involvement of the second or 
third costochondral junctions. In some cases 
a small amount of trauma can be superim- 
posed on a joint fatigued by surrounding 
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chronic muscular tension. In other cases | 
believe the entire Tietze syndrome, with actual 
swelling of the second costochondral junction, 
can be due to joint fatigue from emotionally- 
generated muscular contraction. In the in- 
volvement of the fourth or fifth junction the 
etiologic role of other causes besides anxiety is 
trivial. 

At the present time there seems to be little 
awareness of the significance of the anxiety 
reaction as background for Tietze's syndrome. 


In recent months I have seen several dozen 
patients having tenderness of the second 
and/or third left costochondral junction, 
a “mild,” thus far unrecognized, form of 
Tietze’s syndrome. These patients all had 
fairly typical anxiety reactions. The five pa- 
tients whom I have seen with severe Tietze’s 
syndrome have all had chronic anxiety prob- 
lems, with little evidence of trauma; all were 
women between 25 and 45 years of age. With 
explanation and management of the anxiety 
symptoms, there was subsidence of the painful 
swelling in three of the five, within a few 
weeks. The fourth one had a diminution in 
swelling and soreness. ‘Two of the five stated 
that they had had similar previous episodes. 
The fifth had endured chronic low-grade sore- 
ness and swelling of the second right and left 
junctions until she had to carry her first baby 
in the left arm. The insecurity from handling 
her first baby, plus strain on the junction from 
carrying the child, caused a marked exacerba- 
tion of symptoms. The baby’s grandmother 
took over the reins of management of the child 
and the swelling subsided. 

It is interesting to note that to my knowl- 
edge no author has considered this condition 
a psychosomatic disorder, and that some sur- 
geons still advocate operation to remove the 
involved cartilage.’ 

A large group of patients with true organic 
heart disease also is not immune to an anxiety 
reaction, with unusual amount of heart con- 
sciousness. Among these may be young per- 
sons having rheumatic heart disease, and many 
of those having arteriosclerotic heart disease 
manifested either by angina or attacks of cor- 
onary thrombosis. To this group belong those 
with iatrogenic heart disease although it is of 
functional origin. The anxiety reaction ac- 
companying any form of heart disease is weil- 
known, and the special reason for heart con- 
sciousness is only too obvious. Distinguishing 
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precordial pain and tenderness of the costo- 
chondral junction originating in muscular ten- 
sion, as we define it, from pain of coronary 
origin is often not difficult clinically. On oc- 
casion it can be a formidable diagnostic prob- 
lem. Search for the characteristic tenderness 
of a costochondral junction, generally the left 
fifth, can be helpful. 

A recent article about the anterior chest wall 
syndrome?® attempts to make a distinct entity 
of a symptom complex that “consists of a pain- 
ful affection of the somatic structures of the 
anterior chest wall associated with exquisite 
tenderness of fingertip pressure. It occurs 
very commonly after coronary occlusion; how- 
ever, it may be encountered in healthy indi- 
viduals.” The author also states that the 
“area of maximal tenderness corresponds to 
the points of greatest pain, usually the sterno- 
chondral regions, and the areas overlying the 
cardiac apex.” The high incidence of hyper- 
ventilation in these patients is pointed out. 
I feel that the anterior chest wall syndrome is 
an ordinary variety of anxiety state, with 
marked heart consciousness. The pain and 
tenderness are due to the prolonged muscular 
contraction and strain produced in the costo- 
chondral junctions and chest wall. It is gen- 
erally overlooked that the “area overlying 
the cardia apex” is the site of the fifth costo- 
chondral junction. The upper junctions are 
closer to the sternum. In the patients I have 
seen with precordial pain and tenderness due 
to organic heart disease, there has never been 
any stigma of reflex sympathetic dystrophy. 
Following coronary closure, in my experience 
with rare exceptions, there is a severe period 
of adjustment accompanied by a variety of 
anxiety symptoms. The victim of coronary 
thrombosis who does not have some anxiety 
reaction or depression is, to me, an oddity. 
Similarly, the young man with rheumatic 
heart disease and limited tolerance to exercise 
also has no easy time adjusting emotionally. 
In this type of case there is a very high inci- 
dence of anxiety with heart consciousness and, 
as a result, considerable precordial pain and 
tenderness of the costochondral junctions. 
Wood's fine study of DaCosta’s syndrome 
points out the high incidence of the patients 
that suffer from organic heart disease and have 
DaCosta’s syndrome. Recognition of the role 
and great significance of the anxiety which 
follows upon heart disease should not be un- 
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derestimated or undertreated. Understanding 
of the extensive, fatiguing, muscular contrac. 
tion behind apical tenderness and _ precordial 
pain, gives us some insight into the large 
amount of emotional reaction that is related 
to the symptoms. 


Management 


Until now much of the literature on costo. 
chondral swelling has come from surgeons. 
Many of these observers have given up a surgi- 
cal procedure and advocate conservative man- 
agement.!?:13_ They feel the condition is be- 
nign even though they express their uncer. 
tainty as to its cause. Others'? have recognized 
the role of costochondral involvement in the 
evaluation of chest pain, but have emphasized 
trauma and overlooked the anxiety-type of 
mechanism which is offered here as the cause. 
They have stressed the need of alleviating the 
patients’ anxiety which they thought was sec. 
ondary to the precordial symptoms and costo- 
chondral soreness. Truly this is a vicious cy- 
cle, since the symptoms induced by anxiety 
cause fear of organic disease, which adds fuel 
to their emotional fires. 

The management of the Tietze type of swel- 
ling which usually involves the upper carti- 
lages, has to be separated to some extent in 
our thinking, from those cases in which the 
involvement is primarily of the fifth joint. 
An understanding of this mechanism will help 
us better to understand the complaints of 
anxiety reactions, both with and_ without 
marked heart consciousness. 

Simple explanation of the mechanism for 
chest aches and tenderness will help the pa- 
tient visualize the dynamics of anxiety with 
its increased muscular tension. Treatment 
will have to be directed to the entire disorder, 
not just toward the local pain and tenderness. 
To state that a patient does not have heart 
disease is not as completely satisfactory a 
method of management as is a positive expla- 
nation of the physiologic dynamics that cause 
the symptoms. 


Conclusions 


Observations of numerous patients with ten- 
derness of the costochondral junctions, heart: 
ache, hyperventilation and varied anxiety 
symptoms, has led me to believe that the gen- 
eral cause is chronic and excessive muscular 
tension of the chest wall with resulting strain 
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of the costochondral junctions. In certain in- 
stances. as in Tietze’s syndrome or anxiety 
states with hyperventilation, contraction of the 


tender areas will help the clinician better to 
appreciate the hidden muscular tension which 
is behind their happening. 


ligament posterior to the left second costo- 
chondral junction occurs with forward pres- 
sure on the joint, and resulting pain, tender- 
ness and or actual swelling. This condition is 
usually due to emotional forces, but may be 
caused or be aggravated by trauma, such as 
coughing. 

On the other hand, if there is much cardiac 
consciousness, the muscular forces concentrate 
precordially and cause precordial ache and 
soreness over the fifth and less frequently the 
fourth costochondral junction. It is this lat- 
ter soreness of the junction which is found so 
frequently in anxiety states, with organic heart 
consciousness, in cardiac patients.18 There 
may be superimposed functional heart con- 
sciousness. It is hoped that the knowledge of 
this simple dynamic mechanism will help pa- 
tients to understand the need for relaxation of 
the muscular system in general, and help us to 
understand how great must be muscular ten- 
sion that can create such chest soreness with 
actual swelling of the joint. It is also hoped 
that surgeons will pause before resecting car- 
tilages involved in such mechanisms. 


Finally. palpation of the chest wall for these 
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TREATMENT OF TEMPORAL 
ARTERITIS 


This is a strange disease first described in 
1932, since which time 250 cases have been 
reported. No doubt there have been many 
more instances which have not made their 
way into the literature. 

Temporal arteritis is a disease of the older 
decades of life and is more common in women 
than in men. That there is a systemic disease 
of which this local lesion is but a signpost 
may be accepted without much question. 
Deaths have been reported and the allegedly 
characteristic pathologic findings have been 
demonstrated in the aorta, intracranial, car- 
otid, pulmonary, iliac and in other peripheral 
or visceral arteries. Some patients have had 
pain in the extremities similar to the temporal 
pain. Furthermore, systemic symptoms and 
signs suggestive of infection commonly occur. 
Moderate fever, at times high, occasional 
chills, sweating and weakness are common. 
There is frequently generalized aching re- 
ferred to the muscles, as well as ease of fatigue 
and dizziness. Nausea and vomiting may 
occur, and weight loss is quite a consistent 
finding. Mild leukocytosis and anemia may 
accompany the clinical course. 

The local clinical manifestations of arteritis 
are pain, usually unilateral, and referred to 
the side of the head, often worsened by masti- 
cation, sneezing and the like. Sometime after 
the onset of pain, in days to weeks, one or 
both temporal arteries become tortuous, firm, 
tender and nodular. The skin overlying the 
artery may be reddened. 

The usual pathologic picture is that of 
arteritis and chronic periarteritis with thick- 
ening of the intima. Granulomatous inflam- 
matory reaction with giant cells involves the 
media. 

Though the disease is commonly benign, 
running its course in a matter of a few to 
many months, it cannot be considered to be 
entirely so as shown by some deaths in proven 
cases. The course of the disease may seem to 
be altered for the better merely by the re- 
section of a portion of the temporal artery. 


Though the disease is relatively benign jt 
has a serious disabling feature which is not 
too uncommon. This is the loss of vision 
which may accompany temporal arteritis, or, 
possibly better, cranial arteritis as suggested 
by some authors. 

Wagener,' in reviewing this aspect of the 
disease, called attention to the first reported 
case in 1938 of blindness due to the closure, 
bilaterally, of the central arteries of the ret. 
inas in a case of temporal arteritis. At the 
time of his review (1946) Wagener stated that 
apparently one might expect some visual im. 
pairment in about one-third of the cases of 
temporal arteritis. The usual loss of varying 
degree he felt probably represented an js. 
chemic optic neuritis in most instances. 


In the treatment of temporal arteritis by 
several methods no consistent results had ever 
been obtained in the past. The use of corti- 
sone was first described in 1950, and now a 
subsequent report has appeared describing 
the results from its use in 55 cases proven by 
biopsy.? There were no deaths in this group; 
the local and systemic symptoms appear to 
have been relieved promptly in most. Of the 
55 patients, 31 had ocular involvement, 20 
having had some loss of vision, 5 being blind 
bilaterally and 6 having blindness in one eye. 
Though cortisone did not improve the visual 
impairment, bilateral blindness did not de- 
velop in any treated cases, in sharp contrast 
to the progression to bilateral blindness in 
patients not treated by corticosteroids. The 
authors emphasize that corticosteroids prob- 
ably merely control the inflammatory process 
since further biopsies in some treated cases 
have not shown complete healing. Further- 
more, as in other diseases, when the dose of 
cortisone has been reduced below a critical 
level there has been an exacerbation of the 
process. Nevertheless, they urge the use of 
cortisone until the disease has run its course 
not only for the control of the symptoms, but 
possibly to prevent the occasional death and 
certainly to prevent the disabling complica 
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tion of blindness. They urge the immediate 
exhibition of a corticosteroid upon the diag- 
nosis being made. 

This description of the effect of cortisone 
again focuses attention on the unknown 
etiology of temporal arteritis. May it be an- 
other example of the arteritides which some 
will group together from a pathogenic stand- 
point, — periarteritis nodosa, disseminated 
lupus, dermatomyositis and scleroderma and 
possibly some other diseases. There are other 
focal arteritides, as in the appendix and in the 
lungs, and so-called hypersensitivity angiitis. 
Some have felt that the differentiation be- 
tween temporal arteritis periarteritis 
nodosa may be difficult, and temporal arte- 
ritis has been found in proven periarteritis 
nodosa. However, most authors feel that any 
resemblance of temporal arteritis to periarte- 
ritis nodosa or disseminated lupus is only 
superficial because of a different pathologic 
picture, because of the age of the patient and 
because these two diseases, “with rare excep- 
tion . . . are progressive and unemitting 
processes which terminate fatally.” 

From a speculative point of view it might 
be well to keep an open mind and wonder, 
pathogenetically speaking, whether a_ basic 
factor of tissue sensitivity is not at work in 
all of these states, with the type of clinical 
manifestation being related to age, and chron- 
icity of sensitization, size of blood vessel, 
etiologic agent and severity of reactions. One 
of Osler’s aphorisms is apropos. There is “a 
positive advantage in recognizing the affin- 
ities and the strong points of similarity in af- 
fections usually grouped as separate diseases.” 

In any event the effectiveness of cortisone 
in temporal arteritis is of interest and im- 
portance. Its exhibition upon making this 
diagnosis seems imperative to avoid the seri- 
ous complication of visual impairment or 
blindness. 


MYOCARDIAL INFARCTION 
IN WOMEN 


It has long been known that the incidence 
of coronary artery disease is much less com- 
mon in women than in men, and that it is 
uncommonly encountered before the age of 
50 years except in the presence of diabetes 
mellitus or hypertension. In his writings on 
angina pectoris, it is said that Heberden, a 
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century and a half ago, had only 3 women in 
his series of 100 patients. 

Two decades ago Levy and Boas! pointed 
to the infrequency of coronary artery disease 
in women in the absence of diabetes and 
hypertension, but also emphasized the fre- 
quency with which one encounters in prac- 
tice precordial pain with or without radiation 
to the arm, choking, and a fear of death, 
particularly in women. 

In these days of much publicity relative to 
heart disease, and especially to coronary dis- 
ease, and the over-emphasis at times on minor 
electrocardiographic changes, it behooves the 
physician to reorient himself with regard to 
facts learned by clinical experience. All of us 
are encountering from time to time semi- 
invalids because of fear on an iatrogenic basis, 
since the doctor may not disregard minor elec- 
trocardiographic changes in the face of clin- 
ical experience to the contrary. 

Levy and Boas, in a consultation practice 
largely cardiovascular in nature, found in 
1,672 women only 169, or 10 per cent, to have 
coronary disease, of whom 125, or 74 per cent, 
had hypertension, 6 or 3.5 had diabetes, and 
25 or 14.8 per cent had both diseases. Only 
13 women, 7.7 per cent, had neither disease, 
and only 5 of whom were under 50 years of 
age, and the diagnosis of coronary disease is 
to be questioned in some of these. In their 
practice these authors found a ratio of coro- 
nary disease in men as compared to women 
of 4.9:1. They based their diagnosis of coro- 
nary disease on the characteristic story of 
Heberden’s angina, electrocardiographic 
changes compatible with coronary sclerosis 
and myocardial disease, and a story charac- 
teristic of myocardial infarction. 


Master and his associates? studied the fac- 
tors of age, sex and hypertension on myocar- 
dial infarction in 500 consecutive cases. In the 
matter of sex they found the ratio of men to 
women to be 3.4:1, and that the average age 
of the women was higher than that of men. 
Myocardial infarction was of a relatively low 
incidence in women below 40. Hypertension 
was present in more than half the men and 
in four-fifths of the women. Diabetes was 
common in women over 50 but uncommon 
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in men below 70. Only one woman in 10 hav- 
ing myocardial infarction did not have either 
hypertension or diabetes. These authors con- 
clude that hypertension or diabetes mellitus 
lays the foundation for coronary sclerosis in 
women but has no such connotation in men. 

Since Weinreb and collaborators* felt that 
myocardial infarction was often overlooked 
in women who had neither diabetes nor hyper- 
tension, they studied 231 cases which they 
selected on “the basis of unequivocal electro- 
cardiographic evidence of myocardial infarc- 
tion (criteria of the New York Heart As- 
sociation)” and in a few cases which came to 
necropsy. Among these 231 were 29 women 
who had their first infarct before age 50,— 
5 of these were in the fourth and 24 in the 
fifth decade of life. They found the peak of 
incidence to be between 60 and 69 years with 
an average for all women of 61.9 years at the 
time of the first infarct. Of 169 women in 
whom there were reliable records of the blood 
pressure, 51.5 per cent had a diastolic hyper- 
tension. This was about equally true before 
and after age 50, being 55 per cent in those 
under 50. 

In 158 women in whom cholesterol de- 
terminations had been made, 44 per cent had 
levels above 280 mg. per 100 cc. In those 
under age 50 the incidence was 39.1 per cent, 
probably more significant than the higher 
percentage in older women in whom there is 
an anticipated rise with age. 

In 215, or 93 per cent of the total group of 
patients, there was information relative to 
diabetes mellitus. These authors found an in- 
cidence of 52.6 per cent having definite dia- 
betes with another 13 per cent having equiv- 


3. Weinreb, Herbert L., German, Elaine, and Rosenberg, 
Benjamin: A Study of Mvocardial Infarction in Women, 
Ann. Int. Med. 46:285, 1957. 


Effects of Oxygen Therapy in Heart Disease* 

“The past few years have witnessed the introduction 
into clinical medicine of an elaboration and intensifi- 
cation of the methods of administering oxygen-rich 


*Hamburger, W. W., Katz, L. N., Dohn, D. J., and Rubin- 
feld, S. H.: Observations on the Effects of Oxygen Therapy. 
I. Clinical Observations in Heart Disease, J.A.M.A, 98:1779, 
1932. 
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ocal diabetes. The incidence in women under 
50 years was the same. 

The family history was found to be of great 
interest. In 136 patients (58.9 per cent) in- 
formation was obtained concerning the pres- 
ence or absence of hypertension, diabetes, or 
coronary disease in parents, siblings or chil- 
dren. A positive family history for one of these 
factors was found in 68.4 per cent, and in the 
younger group 17 of 22, in whom information 
was available, had a positive family history, 
an incidence of 86.4 per cent. 

Unfortunately, Weinreb and his associates 
did not have a large enough group of women 
who had had oophorectomy years before the 
anticipated normal menopause from which 
to draw any conclusions relative to the hor- 
monal factors in atherosclerosis. For, as of the 
moment, there is nothing proven to account 
for the differences in the incidence of coro- 
nary disease as between the sexes. 


In summary, they stated that only 2 women 
under 50 years at the time of their first in- 
farct did not have diabetes, hypertension, 
hypercholesterolemia or a positive family his- 
tory. But they feel coronary artery disease 
must be seriously considered if the clinical 
picture is suggestive even though hypertension 
or diabetes are absent. 

Nevertheless, it is surely a general clinical 
experience that coronary artery disease is un- 
common before the menopause. The fre- 
quency of benign precordial pain in women 
makes it essential that caution be used in 
making the diagnosis of coronary artery dis- 
ease in younger women in the absence of 
diabetes or hypertension. Even hypertension 
may be misleading because of transient eleva- 
tions as part of the unstable vasomotor mech- 
anism of the menopausal years. 


atmospheres for the amelioration of various diseases. 
Many workers and investigators in this field have 
published reports of their observations with results, 
for the most part, indicating the good effects of this 
method. 


“There is, however, some difference of opinion as to 
the degree of improvement to be expected from the 
use of oxygen, just which physiologic mechanisms It 
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alters or modifies, and in which clinical conditions it 
js indicated. Certain claims for the efficacy of oxygen 
therapy may be considered unduly enthusiastic, even 
bordering on the extravagant. . . . Conversely, certain 
reports may be accused of minimizing or disparaging 
its good effects. 

“In the present series of papers, an endeavor will 
be made by us (collaborating as a group in which are 
represented an internist, a physiologist, a biochemist, 
and their associates) to present the results of a com- 
bined bedside and laboratory study of a series of 
clinical cases in which oxygen therapy was employed, 
and thus to evaluate the role of an oxygen-rich en- 
vironment as a therapeutic agent. In order to make 
this evaluation more accurate. . . . The clinical man- 
agement of the patient was kept as constant as pos- 
sible during the course of the observations, excepting 
when the condition was obviously getting worse in 
spite of oxygen. 

“We may summarize our impressions and conclusions 
at the present time as to the value of oxygen therapy 
in diseases of the heart and circulation by the general 
statement that it has a definite, though possibly 
limited, role in the treatment of these conditions. We 
feel that this general statement, in the light of our 
experience, should be further amplified and qualified 
as follows: It appears that in those cases associated 
with pulmonary complications, such as congestion or 
consolidation, infarction, edema of the lungs and the 
like, oxygen may be of particular value. We feel 
further that oxygen in no sense should be considered 


a substitute for the older, well accepted method of 
therapy, namely, the proper use of digitalis, morphine 
and diuretics, but should be used in conjunction with 
them to serve as a useful and valuable adjunct. In 
critically ill or apparently moribund cardiac patients 
an oxygen-rich atmosphere may prolong life, add some- 
what to the comfort of the patient, or stop the down- 
ward course of the disease and aid in the progressive 
return of compensation. Miracles cannot be expected, 
and in the presence of prolonged, advanced, progres- 
sive cardiac disease, as is true also of other available 
therapeutic measures, oxygen cannot achieve the im- 
possible. Additional factors, adding to the burden of 
a probably poor prognosis, are the age of the patient, 
and, in a woman with a damaged heart, the history of 
repeated pregnancies. As in pneumonia, if oxygen is 
to be used it should be instituted early and promptly 
if the best results are to be obtained. 

“Symptom controlling values are attributed to other 
therapeutic measures, viz., morphine for controlling 
pain and dyspnea, diuretics for relief of edema, and 
digitalis for slowing the ventricular rate in auricular 
fibrillation with rapid ventricular rate. While none 
of these are of themselves crucial remedial agents, 
their use is justified even though they sometimes fail 
to act. In like manner, even if cure or improvement 
are not always to be expected, the relief of dyspnea, 
cyanosis, restlessness, tachycardia, the contribution to 
the sense of well being, and improvement in appetite, 
color and sleep may well repay the time, effort and 
expense of instituting oxygen treatment.” 
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York: Vantage Press, Inc., 1957. Price $3.50. 


Fundamentals of Clinical Fluoroscopy. By Charles B. Storch, 
+ Associate Attending Roentgenologist, Radiodiagnostic 
Department, Beth-El Hospital, Brooklyn. Second edition, re- 


vised and enlarged. 302 pages. New York: Grune & Stratton, 
1957. Price $8.75. 


Cytologic Technics for Office and Clinic. By H. ¥. Nieburgs, 
M.D., Research Associate, Mount Sinai Hospital. 229 pages. 
New York: Grune and Stratton, 1956. Price $7.75. 


Mental Health Administration. By Jack R. Ewalt, M.D., 
Clinical Professor of Psychiatry, Harvard Medical School, Bos- 


ton. 152 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1957. Price $5.50. 


Their Mothers’ Daughters. By Edward A. Stricker, M.D., and 
Vincent T. Lathbury, M.D. 255 pages. Philadelphia: J. B. 
Lippincott Company, 1956. Price $3.75. 


Amino Acid Handbook. Methods and Results of Protein 
Analysis. By Richard J. Block, Ph.D., Department of Bio- 
chemistry, New York Medical College. 346 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1956. Price $10.50. 


Handbook of Biological Data. William S. Spector, Editor. 
Division of Biology and Agriculture, the National Academy 
of Sciences, The National Research Council. WADC Tech- 
nical Report 56-273. 543 pages. Wright Air Development Cen- 
ter, Ohio. (To be published for sale by W. B. Saunders Co.) 
1956. 


Liver: Structure and Function. By Hans Popper, M.D., Pro- 
fessor of Pathology, College of Physicians and Surgeons, Colum- 
bia University, and Fenton Schaffner, M.D., Instructor of 
Medicine, Northwestern University Medical School, Chicago. 
739 pages. New York: McGraw-Hill Book Company, Inc., 1957. 
Price $20.00. 


Toxic Hazards of Pesticides to Man. Report of a Study 
Group. World Health Organization Technical Report Series 
No. 114, 1956. New York: Columbia University Press, 1956. 
Price $.60. 


Introduction to Physiological and Pathological Chemistry. By 
L. Earle Arnow, M.D., Vice President, Merck Sharp & Dohme 
Research Laboratories Division. Revised with assistance of 
Marie C. D’Andrea, B.S. in Nursing Education. Fifth Edition, 
504 pages. St. Louis: The C. V. Mosby Company, 1957. Price 
$4.25. 
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The Management of Menstrual Disorders 


By C. Frederic Fluhmann, M.D., Clinical Professor 
of Obstetrics and Gynecology, Stanford University 
School of Medicine. 338 pages, illustrated. Phila- 
delphia: W. B. Saunders Company, 1956. Price 
$8.50. 

In 1939, the author published his first book, 
Menstrual Disorders; Pathology, Diagnosis, and Treat- 
ment. This book was written to present the founda- 
tion on which our knowledge of the physiology and 
pathology of the reproductive cycle was based. In his 
current book he emphasizes the clinical management, 
but retains many of the sections and illustrations from 
his original work. 

An interesting review of the concepts of menstrua- 
tion down through history starting with primitive 
man is presented in Chapter One. This is followed by 
a comprehensive review of the gonadotropins, steroid 
hormones, and neural and endocrine control of men- 
struation. The reproductive cycles of other species of 
mammals are presented in their relation to the menses 
of the monkey and the human. 

The variation in age and physiologic changes at the 
menarche, which lend understanding to this age, are 
enumerated. Then the menstrual disorders of the 
menarche are discussed in relation to normal physi- 
ology. Then the menstrual cycle is considered, 
correlating the systemic, ovarian, and uterine changes 
as well as disorders occurring in these systems. ‘The 
effect of the cyclic changes on the vulva, vagina, Fal- 
lopian tubes, and mammary glands is pointed out. 

The problem of amenorrhea and pathologic uterine 
bleeding is presented and classified. The diagnosis 
and treatment is discussed in detail. Dysmenorrhea 
is reviewed as to its many causes and the treatment 
indicated for each cause. The climacteric and meno- 
pause are considered as to the age of occurrence, en- 
docrine changes, and regression in the pelvic organs. 
The discussion of the menopause and its symptoms 
and management as presented should be helpful to 
the physician. 

Dr. Fluhmann ends his book with a chapter on the 
clinical usage and commercial preparations of sex 
hormones. This contains much practical information 
regarding the hormones now available. 

This is a well written, carefully compiled work 
that is commended to the practitioner or specialist 
who treats women. The book is well indexed and 
serves as an excellent reference volume. 


Head Injuries and Their Management 


By Francis Asbury Echlin, M.D., Professor Clinical 

Neurosurgery, New York University—Postgraduate 

Medical School. 117 pages. Philadelphia: J. B. Lip- 

pincott Company, 1956. Price $3.00. 

Dr. Echlin has prepared this brief monograph as a 
guide for the practitioner in the diagnosis and treat- 
ment of head injuries of all types. A practical clinical 
approach is used with a brief presentation of the 


pathologic physiology of closed head injuries and of 
the injuries leading to subdural and epidural hemor. 
rhages. 

Nonsurgical head injuries comprising over 909 per 
cent of all cases are emphasized and the diagnosis and 
management of these cases are presented in detail. Ex- 
cellent drawings are used to demonstrate the surgical 
procedures for hematomas and other complications, 
Special chapters are given to discussion of post-trau- 
matic syndromes and rehabilitation. 

An excellent bibliography will refer the reader to 
more detailed presentations of almost all aspects of 
head _ injuries. 


Ankylosing Spondylitis 


By J. Forestier, M.D., F.A.C.R.; F. Jacqueline, MD.; 
and J. Rotes-Querol, M.D.; translated by A. U, 
Desjardins, M.D. 361 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1956. Price $10.75, 
This book represents the compilation of material 
carefully gathered by the authors from more than four 
hundred cases of ankylosing spondylitis. It is replete 
with statistics, numbers and percentages which serve 
a useful purpose but will often confuse the reader, 
One must praise the authors for their patience in col- 
lecting and compiling the statistics in this book. 
Ankylosing spondylitis, in its many ramifications, js 
thoroughly discussed, although the material is pre- 
sented in a somewhat repetitious fashion. The fact 
that the disease may present as a peripheral joint in- 
volvement or by iritis is considered in some detail. 
The authors do not presume to have established the 
etiology for this disease, nor have they been able to 
present any new or definitive therapeutic measures. 


The authors, by careful study, have been able to 
present the stages of ankylosing spondylitis clinically 
and radiographically. The radiograms presented in the 
text are quite illustrative and are beautifully repro- 
duced. It appears to this reviewer that the book will 
be of particular interest to the rheumatologist but 
will, quite properly, be found on the bookshelf of 
many internists, orthopedists and radiologists inter- 
ested in this problem. This is a very creditable work 
on a disease which is often neglected and frequently 
misdiagnosed until it reaches advanced stages. 

We must also pay a word of tribute and give great 
credit to Dr. A. U. Desjardins who translated this 
book from the French into English. 


Techniques in Blood Grouping 


By Ivor Dunsford, Senior Scientific Officer, Regional 
Blood Transfusion Centre, Sheffield; and C. Chris- 
tophe Bowley, M.R.C.O.C., Director Regional Blood 
Transfusion Centre, Sheffield. 250 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1956. Price 
$4.50. 
Among the many specific and highly technical prob- 
lems which confront the average physician today are 
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Speaker's table, standing left to right, Dr. Franklin J. Evans, Mr. John C. Lee, Dr. Nelson Zivitz, Mrs. William P. Smith, Dr. 
Walter W. Sackett, Jr., Dr. J. P. Culpepper, Jr., Dr. Donald F. Marion, Mr. V. O, Foster, Mr. Robert F. Butts, Dr. Joseph 


S$. Stewart, Dr. Robert P. Keiser and Dr. Vincent P. Corso. 


Plans for the Miami Beach meeting received 
a real impetus as a result of a conference held 
in the Columbus Hotel in Miami on March 
29, presided over by President J. P. Culpep- 
per, Jr. Shown above are 55 key Local Com- 
mitteemen and the General Chairman, Dr. 
Donald F. Marion. The purpose of the con- 
ference was to detail working plans for the 
Local Committee on Arrangements and the 
various working committees. Those attending 
were the members of the Executive and Ad- 
visory Committees, chairman of all working 
and host committees, Section Officers in the 
Greater Miami Area, Officers of the Dade 
County Medical Association, representatives 
of the Woman’s Auxiliary and the administra- 
tive staff of the Association. 

Shown in the lower right is Dr. Marion dis- 
cussing with Southern Medical Association Of- 
licers and the President of the Dade County 
Medical Association the facilities available at 
the Miami Beach Auditorium. 

The enthusiasm which marked the confer- 
ence certainly indicates that the some 250 
physicians in the Greater Miami Area, who 
are serving on the various committees, will do 
an outstanding job. Members of the Associa- 


tion can be assured that everything that the 
Local Committee on Arrangements can do to 
make your visit to Miami pleasant and educa- 
tional will be done. There will be some in- 
vocations at the Miami Beach meeting No- 
vember 11-14. One, is the color TV programs 
which are being sponsored by eight of the 
scientific Sections. These programs will be 


Seated left to right, Dr. Walter C. Jones, Trustee; Dr. Don- 
ald F. Marion, General Chairman; Dr. J. P. Culpepper, Jr., 
President. Standing, Dr. Walter W. Sackett, Jr., President, 
Dade County Medical Association; Dr. Joseph 5S. Stewart, 
SMA Councilor from Florida. 
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presented Monday afternoon through Wed- 
nesday afternoon. Following the attractions at 
Miami Beach, many members will leave for 
Puerto Rico on the Postconvention Tour on 
Thursday afternoon, November 15. In Puerto 
Rico another brief, but extremely interesting, 


MAY 1957 


scientific program is scheduled to be followed 
by sightseeing and entertainment. 

A hotel reservation form for this meeting 
appears in this Journal. Process it now and 
make your plans to be with us in Miamj 
Beach. 


MINUTES 


PRECONVENTION EXECUTIVE BOARD 
MEETING 
THIRTY-SECOND ANNUAL CONVENTION 


WOMAN’S AUXILIARY TO THE 
SOUTHERN MEDICAL 
ASSOCIATION 


Washington, D. C., November 12, 1956 


The Preconvention Executive Board Meeting of the Wom- 
an’s Auxiliary to the Southern Medical Association was held 
on November 12, 1956, in the Chinese Room of the Mavflower 
Hotel in Washington, D. C., with the President, Mrs. John J. 
O'Connell of St. Louis, Mo., presiding. 

The meeting was called to order at 9:30 a.m. The invo- 
cation was given by Past President, Mrs. Arthur T. McCor- 
mack of Louisville, Ky., and a delightful breakfast followed. 

The President called to order the business session at 10:15 
a.m. and the Recording Secretary, Mrs. Shelley Davis of At- 
lanta, Ga., read the minutes of the Postconvention Executive 
Board Meeting held in Houston, Tex., on November 15, 1955. 
The minutes were approved as read. 

The Treasurer, Mrs. Park Niceley of Knoxville, Tenn., gave 
a summarized report for the general information of the Execu- 
tive Board and the President then called upon the Cor- 
responding Secretary, Mrs. C. T. Shepherd, for a_ report 
which she said would be given at the General Session to- 
morrow. 


Budget Chairman, Mrs. Walker Curtis, College Park, Ga., 
presented the 1956-57 budget, and moved that it be recom- 
mended to the General Session for adoption. Mrs. Ross Daniel 
seconded the motion and allowed discussion to follow. Mrs. 
H. E. Christenberry, Knoxville, Tenn., retiring Historian, 
felt that the allocation for Historian was insufficient. Mrs. 
Curtis explained that a slightly reduced provision from the 
Southern Medical Association made some shifting necessary 
but that the $55.00 ‘“‘contingency fund’’ and $200.00 provided 
for ‘Auxiliary Operation’’ could absorb, if mecessary, any 
additional expense incurred by the Historian’s office. The 
motion to recommend adoption of the budget carried. 


Mrs. O'Connell then called upon Mrs. Gerald LeVan, Boons- 
boro, Md., to report on Doctors’ Day. Mrs. LeVan presented 
further Doctors’ Day Recommendations to be included with 
the 1955 Recommendation ‘Policy, Procedure and Basis for 
Doctors’ Day Awards.’”” The motion to accept the Recom- 
mendations was made by Mrs. LeVan and seconded by Mrs. 
Perry Melvin, Miami, Fla. Discussion followed. Mrs. James N. 
Brawner, Sr., Atlanta, Ga., moved to amend Recommendation 
number one to include ‘‘March 30th commemorates the first 
use of ether anesthesia by Dr. Crawford W. Long.’’ Mrs. C. T. 
Shepherd asked that the recommendation to send only four 
County Reports on Doctors’ Day Observances from each state 
be clarified since there is a cash award for Best Total Statewide 
Observance and it would be the duty of the ‘“‘Southern’’ Doc- 
tors’ Day Committee te judge for that award. It was then 
suggested that the whole matter be deferred to the next Doc- 
tors’ Day Committee. It was so ordered. The motion on 
amending Recommendations number one carried. 

The President called on the Chairman of Research and 
Romance of Medicine, Mrs, J. R. Horn of Bessemer, Ala., for 
a report but it was announced that Mrs. Horn’s illness pre- 
vented her presence. 

At this time the Secretary was instructed to call the roll. 
Answering roll call were: 7 officers; 7 committee chairmen; 
10 state councilors and 8 past presidents. 

A guest at the breakfast, Mr. C. P. Loranz, SMA Advisor 
and Professional Relations Counselor, brought greetings from 
the Council of the Southern Medical Association and ex- 
pressed regret that Mr. V. O. Foster, Executive Secretary- 
Treasurer of SMA could not be present. Mr. Loranz reported 
on the Golden Anniversary Celebration of the Southern Med- 
ical Association in Chattanooga, Tenn., on Oct. 3, 1956 and 
said that it was held in the same place on the same day and 


at the same hour as was the organization of “Southern” fifty 
years ago. The plaque presented to the SMA by this Auxiliary 
is now on display at the Sheraton-Park Hotel and Pictures 
taken at the celebration will be shown tonight at the General 
Session of SMA at the Mayflower Hotel. 

Mrs. J. Ullman Reaves, Mobile, Ala., was then given the 
floor to report on the Jane Todd Crawford Memorial project 
She stated that hundreds of letters had been written and the 
response had been disappointing. Her committee composed of 
Mrs. A. T. McCormack and Mrs. R. C. Haynes had worked 
with her untiringly to publish the brochure and to secure 
names and addresses of residents in gynecology in southern 
hospitals so that they might be sent gift subscriptions to the 
Journal of the Southern Medical Association. Mrs. Reaves 
said hospital administrators had not been cooperative jn 
sending names to her committee. State Councilors had tried 
to help secure names but with less than anticipated success, 

Discussion followed and it was brought out that if sub- 
scriptions were limited to senior GYN_ residents that the 
accumulated funds would serve over a longer period of years 
since there appears to be only about 200 senior residents in 
gynecology in the southern states. 

Mrs. Reaves said that she, personally, had mailed 279 cards 
to prospective recipients of the gift subscription to the 
“Journal” and had received a total of 48 replies. She asked 
State Councilors to check her list of those replying to verify 
how many from each state were interested enough to return 
a card with a correct address for mailing the “Journal.” 


Inquiry made by various Councilors in their states revealed 
that many GYN residents didn’t live in the hospitals and 
never received the gift offer. Mrs. Kelly West, Oklahoma City, 
Okla., spoke in behalf of the senior residents saying that many 
of them were finishing their residencies and were not sure of a 
future address. 

Mrs. Perry Melvin, Miami, Fla., suggested that perhaps the 
use of official stationery instead of plain postal cards might 
lend prestige to the gift offer and therefore encourage better 
response. Mrs. Harvey May, Charlotte, N. C., stated that she 
had worked and secured entire lists of GYN_ residents in 
North Carolina and only found, too late in the year, that the 
subscriptions were limited to senior residents which would 
account for no gift subscriptions in North Carolina. 

After lengthy discussion Mrs. Joseph Kelso of Oklahoma, 
moved, and it was seconded by Mrs. C. T. Shepherd, Clayton, 
Mo., that ‘““The Jane Todd Crawford Memorial gift subscrip- 
tion plan be referred to the incoming Executive Committee 
and the incoming Jane Todd Crawford Memorial Chairman 
for further study and analysis and a workable plan for the 
success of the project.’’ Further discussion ensued, Mrs. Shelley 
Davis then moved, seconded by Mrs. James N. Brawner, to 
amend the motion to include *‘The Advisors from SMA” on 
the study and analysis committee since the project was orig- 
inally their suggestion. Speaking in opposition to the amend- 
ment were: Mrs. Eugene Holcombe who felt that the plan was 
new and success could not be expected the first year; Mn. 
Reaves said she did not feel the Auxiliary should call on 
the SMA at this time; Mrs. Arthur McCormack, “The plan 
hadn’t had time to crystallize; and Mrs. Kelso who expressed 
the belief that ‘For 20 years we have carried problems to the 
SMA and that we should try to make the plan a success within 
the Auxiliary.” 

In view of the enlightening discussion, both Mrs. Davis 
and Mrs. Brawner withdrew the motion and second for amend- 
ment to Mrs. Kelso’s motion. At this point Mrs. Kelso and 
Mrs. Shepherd also withdrew the original motion and its second 
so that the Jane Todd Crawford Memorial project will remain 
according to its established procedure. 

Mrs. O. W. Robinson of Paris, Tex., and President-Elect of 
the Auxiliary announced that she had asked Mrs. Reaves to 
continue as the Jane Todd Crawford Memorial Chairman and 
was sure that better success would be ours in the future. 

Mrs. Perry Melvin at this time cited the need, by State 
Jane Todd Crawford Memorial Chairmen, for an annual Te- 
port on the progress of this “Southern” project since they 
would have to make a report at their state conventions. Mrs. 
O'Connell hoped that such a report could be made available 
to the State Councilors since Annual Reports of “Southern 
officers and chairmen had not been printed this year. 

Mrs. Harry Johnson of Elkin, N. C., expressed a desire to 
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obtain a copy of the Jane Todd Crawford brochure that had 
been printed and mailed to GYN residents so that the Execu- 
tive Board could be informed on what was. being distributed. 
Mrs. Eugene Holcombe then moved that copies of the brochure 
be given to each member of the Executive Board. Mrs. Mc- 
Cormack seconded the motion and it carried. Mrs. Reaves 
stated that there were no more brochures available. Mrs. 
O'Connell promised that some provision will be made for 
additional copies to be printed for the general information 
of the Board and also for future distribution to senior GYN 
residents. 

The treasurer, Mrs. Park Niceley, announced that of the 
$5,292.12 in the Jane Todd Crawford Memorial Fund, $260.19 
had been expended thus far on the Jane Todd Crawford 
Memorial project. 

Mrs. O'Connell then thanked Mrs. C. T. Shepherd, Chair- 
man of the breakfast arrangements and the Board members 
for their patience through a long meeting. 

Mrs. Reaves expressed the appreciation of the Board mem- 
bers for the attractive St. Louis bon bon dishes at each plate 
which were personal gifts from our President. 

There being no further business, the meeting adjourned at 
12:45 p.m. 

(Signed) 
Mrs, SHettey C. Davis, 
Secretary 


MINUTES OF THE GENERAL SESSION 


The General Session of the 32nd Annual Convention of 
the Woman's Auxiliary to the Southern Medical Association 
met in the Chinese Room of the Mavflower Hotel in Wash- 
ington, D. C., on November 13, 1956. The assembly was called 
to order at 9:00 a.m. by the President, Mrs. John J. O'Connell, 
of St. Louis, Mo. 

The meeting opened with invocation given by the Reverend 
FE. Carl Lyon, pastor of the Sacred Sacrament Church in 
Chevwy Chase, Md. Convention guests were welcomed to the 
Nation’s Capital by Dr. Ralph M. Caulk, President of the 
Medical Society of the District of Columbia and by Dr. Oscar 
B. Hunter, Jr., General Chairman for the Convention. 


Dr. W. Raymond McKenzie, President of the Southern 
Medical Association, and Dr. J. P. Culpepper, Jr., President- 
Elect, were presented to the Convention. Both doctors ex- 
pressed appreciation of the fine work of the Woman’s Auxil- 
iary. Dr. Culpepper stated that members of this Auxiliary 
would always find a warm welcome at any time they ex- 
pressed a desire to come before the Council of the Southern 
Medical Association. 

Dr. J. Morris Reese, Chairman of the Council, brought of- 
ficial greetings and said that it had been voted by that body, 
subject to ratification tomorrow morning, to purchase a lot 
in Birmingham, Alabama, for a permanent home for the 
Southern Medical Association. 

In referring to the Auxiliary’s Jane Todd Crawford project, 
he announced taht forty-eight residents in gynecology in 
southern hospitals were receiving gift subscriptions to the 
Journal of the Southern Medical Association through the 
matching of funds by this Auxiliary and the Southern Medical 
Association. He suggested that future planning might well 
consider diverting the Jane Todd Crawford Memorial Fund 
toward furnishing Auxiliary rooms in the projected new home 
of the Southern Medical Association as a permanent memorial 
to Jane Todd Crawford. 


Dr. Reese also issued a challenge to the Auxiliary to assist 
its parent organization in securing 300 additional members by 
the next convention. Auxiliary members were instructed to 
have “Auxiliary” written across each application for member- 
ship secured for the Southern Medical Association. 

The President of the Woman’s Auxiliary to the Medical 
Society of the District of Columbia, Mrs. Albert E. Marland, 
was presented at this time and extended a most cordial wel- 
come to convention guests. Mrs. Edwin R. Guidry, Councilor 
from Louisiana, responded to the welcome and brought greet- 
ings and best wishes from three Past Presidents residing in 
her state who could not attend this convention. They were 
Mrs. Arthur A. Herold, Mrs. Wiley R. Buffington and Mrs. 
George D. Feldner. Mrs. Guidry also presented with pride 
her three daughters in attendance at this meeting. 

The President called upon the President-Elect, Mrs. Oscar 
W. Robinson of Paris, Tex., to introduce the guest speaker 
of the convention, | Mrs. Robert Flanders, who is President of 
= Woman's Auxiliary to the American Medical Association. 
Irs. Flanders greeted the convention on behalf of the 74,000 
members of her Auxiliary and stressed “good social relation- 
ships, serious purposes, and worthwhile objectives” for every 
Auxiliary, She said, “Our doctors practice medicine today in 
a radically changed world. They and their families live in a 
gold fish bowl and good public relationships are imperative. 
Ve are radio active in the Public Relations Field.” 
nk Oscar B. Hunter, Jr., of Washington, D. C., conven- 

on chairman, announced the Doctors’ Day luncheon to follow 


this session and a tour of Washington at 3:00 p.m. Mrs. 
Richard E. Dunkley presented the Convention Pages for the 
day who were Mrs. Jackson T. Marland and Mrs. Gregory 
Henesy. 

The Secretary, Mrs. Shelley C. Davis, called the roll of of- 
ficers, chairmen, councilors and past presidents. There were 
present: 7 officers; 6 committee chairmen; 11 councilors and 
8 past presidents. 

Upon motion by the secretary, seconded by Mrs. Olin Cofer, 
and unanimous vote, the minutes of the 1955 Convention held 
in Houston, Tex., were approved as published and were not 
read at this session. 

Mrs. Stanley Hill, Corinth, Miss., conducted the impressive 
memorial service comparing life to a garden containing flowers 
of all stages of life. She paid tribute to those Auxiliary mem- 
bers who have been plucked from the garden by the Heavenly 
Gardener and taken to His Heavenly Home above. 

With the First Vice-President, Mrs. George Owen, Jackson, 
Miss., in the “chair,” Mrs. O'Connell gave a report of her 
activities as President. She thanked the state auxiliaries for 
the gracious hospitality extended to her at each state con- 
vention during the year and gave an account of the Golden 
Jubilee Celebration of the Southern Medical Association held 
in Chattanooga, Tenn., on October 3, 1956. She thanked alj 
of those who made a contribution for the commemorative 
plaque which she presented to the SMA on behalf of the 
Auxiliary. Mrs. O’Connell concluded her report with emphasis 
on Friendship and Community Service by doctors’ wives and 
received from the convention an expression of appreciation 
for her friendship and leadership during the past year. 

Official reports were then given by: 

Mrs. Oscar W. Robinson—President-Elect 

Mrs. Shelley C. Davis—Recording Secretary 

Mrs. C. T. Shepherd—Corresponding Secretary 

Mrs. H. E. Christenberry—Historian 

Mrs. E. Park Niceley—Treasurer 

The Historian reminded the members that clippings sent in 
for the Scrap Book should pertain only to activities related 
to the Woman’s Auxiliary to the Southern Medical Associa- 
tion rather than local publicity on activities of state auxiliaries 
within the regional boundaries of the SMA. 


The Treasurer reported a balance on hand November 13, 
1956, of $1,924.91 but added that the expenses of this con- 
vention and the President’s expenses would be deducted from 
this balance before the books were closed for this administra- 
tion. 

The reports of State Councilors were heard by regions with 
the Vice-Presidents, Mrs. George Owen, First Vice-President, 
and Mrs. Ross Daniel, Second Vice-President, presenting the 
Councilors from their respective regions and also the Councilors 
from the southeastern region for Mrs. W. G. Thuss, Third 
Vice-President, who was absent. Those present and reporting 
were: 

First Region—Mrs, Perry Melvin, Florida; Mrs. Leo Smith, 
Georgia; Mrs. Harvey May, North Carolina: Mrs. David Hickey, 
‘Tennessee. 

Second Region—Mrs. Richard E. Dunkley, District of Colum- 
bia; Mrs. Owen Binkley, Maryland; Mrs. Kalford W. Howard, 
Virginia. 

Third Region—Mrs. Edward R. Guidry, Louisiana; Mrs. 
Harvey Garrison, Mississippi; Mrs. John C. Perry, Oklahoma; 
Mrs. Seward W. Wills, Texas. 

Mrs. Walker Curtis of Georgia, Budget chairman, presented 
the proposed budget for 1956-57. Motion for adoption was 
made by Mrs. Curtis, seconded by Mrs. W. K. West and the 
motion carried. Those serving on the committee with Mrs. 
Curtis were: Mrs. W. A. K. Seale of Louisiana and Mrs. Harvey 
May of North Carolina, 

Mrs. Gerald LeVan, Maryland, read recommendations per- 
taining to Doctors’ Day observances and moved their accept- 
ance. The motion was seconded by Mrs. James N. Brawner, 
Georgia. Motion carried. 

At this time the President recognized Mrs. Oscar B. Hunter 
who moved that the Convention Program, as printed, be 
adopted as the order of the day. The motion was seconded 
and carried. 

Mrs. W. Kelly West, Oklahoma, presented a resolution in 
appreciation of the many courtesies and hospitalitv extended 
the members of the convention by our Washington hostesses. 
She concluded “When you've rested a few vears, ask us to 
come again.’’ Serving on the Courtesy Resolutions committee 
with Mrs. West were: Mrs. Leo Smith, Georgia; Mrs. Albert 
E. Goldstein, Maryland and Mrs. C. R. May, South Carolina. 

Mrs. James N. Brawner moved, seconded by Mrs. Ross 
Daniel, that a message of greeting and hope for a speedy 
recovery be sent from the convention to Mrs. Arthur A. 
Herold who is confined to the N. Louisiana Sanitorium. 
Motion unanimously carried. 

Before further business, Mrs. Perry Melvin, Florida, moved, 
seconded by Mrs, Maynard Emlaw, Virginia, that complete 
Doctors’ Day Recommendations be sent to the State Councilors 
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in sufficient quantity for distribution to County Auxiliaries. 
Motion carried. 

The President announced at this time that the “Chair” 
would entertain nominations for membership on the 1957 
Nominating Committee. Those elected were: 

From the Executive Board—Mrs. John J. O'Connell, Miss- 
ouri; Mrs. V. Eugene Holcombe, West Virginia; Mrs. Shelley 
Davis, Georgia. 

From Membership-at-large—Mrs. W. A. Selman, Georgia; 
Mrs. Rov Douglas, Tennessee. 

The Nominating Committee will meet and elect its chairman 
immediately following adjournment and report its selection 
at the Postconvention Executive Board meeting. 

Mrs. George J. Stuart, Registration Chairman, reported a 
total registration of 431 in attendance at the Auxiliary Con- 
vention. Texas had the largest attendance with 38; Arkansas, 
the smallest with 8 attending. 

Mrs. O'Connell announced that Mrs. J. Ullman Reaves had 
been serving as Parliamentarian in the absence of Mrs. R. C. 
Haynes and appointed a Reading Committee composed of 
Mrs. Olin S. Cofer, Georgia, chairman; Mrs. F. L. Worming- 
ton, Miami, Oklahoma; and Mrs. D. W. Goldstein, Fortsmouth, 
Arkansas. Those who will serve on the Auditing Committee 
are: Mrs. Lee S. Leggan, Virginia; Mrs. Seward H. Wills, 
Texas; and Mrs. J. F. Holly, Alabama. 

The President requested the Secretary to read Article IV in 
the By-Laws pertaining to “‘Nominations—Elections—Term of 
Office.” Election of officers followed with Mrs. W. W. Hub- 
bard, Tennesse, acting chairman of the 1956 Nominating Com- 
mittee in the absence of Mrs. Louis K. Hundley, Arkansas. 
The Committee composed of Mrs. Hundley; Mrs. Hubbard: 
Mrs. R. C. Bellamy, Texas; and Mrs. Shelley Davis, Georgia; 
nominated the following: 

President—Mrs. O. W. Robinson, Paris, Texas 

President-Elect—Mrs. Walker Curtis, College Park, Georgia 

First Vice-President—Mrs. George Owen, Jackson, Mississippi 

Second Vice-President—Mrs. Harry Johnson, Elkin, North 

Carolina 

Third Vice-President—Mrs. F. A. Holden, Baltimore, Mary- 

land 

Secretarv—Mrs. William Garrott, Cleveland, Tennessee 

Treasurer—Mrs. Kalford W. Howard, Portsmouth, Virginia 

Historian—Mrs. John C. Perry, Tulsa, Oklahoma 
There being no further nominations, Mrs. James N. Brawner 
moved the slate, as nominated, be elected. The motion was 
seconded by Mrs. H. E. Christenberry and the officers were 
elected. The new President will name the Corresponding 
Secretary and Parliamentarian at the Postconvention Execu- 
tive Board meeting. 


The installation of officers was conducted by Mrs. V. 
Eugene Holcombe, West Virginia, who is a Past President of 
the Auxiliary. 

In the absence of Mrs. R, C. Haynes, the honor of bestow- 
ing the Past Presidents’ pin upon the retiring President was 
given to Mrs. C. T. Shepherd, the Corresponding Secretary and 
close personal friend of Mrs. O'Connell, the retiring President. 

Mrs. O'Connell, in turn, presented the President’s pin and 
gavel to Mrs. Oscar W. Robinson with best wishes for suc- 
cessful and happy service as the new President of the Woman’s 
Auxiliary to the Southern Medical Association. 

Mrs. Robinson’s inaugural remarks were short due to the 
late hour but inspired the members of the Auxiliary to look 
forward to a progressive year under her leadership. The con- 
vention members stood to express appreciation to Mrs. O’Con- 
nell for untiring service and to pledge loyalty to Mrs. Robin- 
son and the incoming administration. 

The Convention adjourned its Annual Meeting at 12:20 p.m. 
on November 13, 1956 

(Signed) 
Mrs. SHELLEY C. Davis, 
Recording Secretary 
Mrs. Joun J. O'CONNELL, 
President 


MINUTES OF THE POSTCONVENTION 
BOARD MEETING 


Ihe Postconvention Meeting of the Executive Board of 
the Woman's Auxiliary to the Southern Medical Association 
was held November 14, 1956, at 10:00 a.m. in the East Room 
of the Mavflower Hotel, Washington, D. C. 

Mrs. O. W. Robinson, of Paris, Tex., President, greeted 
the members of the Board and expressed readiness to be of 
service to all members at any time. 

Mrs. Robert Flanders, of Manchester, N. H., President of 
the Woman's Auxiliary to the American Medical Association, 
brought greetings to the Board. 

The following members answered the roll call: 

President: Mrs. O. W. Robinson 

President-Elect: Mrs. Walker L. Curtis 

Ist Vice-Pres.: Mrs. George Owen 

2nd Vice-Pres.: Mrs. Harry Johnson 
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Treasurer: Mrs. Kalford W. Howard 
Recording Secretary: Mrs. William A. Garrott 
= 
rs. Maynar . Emlaw, Chairman, Memorial F 
Mrs. J. U. Reaves, Chairman, Jane Todd Crawfo ‘ 
Committee nd Memoria 
Mrs. V. Eugene Holcombe, Chairman, Nominating Com. 
mittee 
Mrs. Perry D. Melvin, Councilor for Florida 
Mrs. Leo Smith, Councilor for Georgia 
. Edwin R. Guidry, Councilor for Louisiana 
. Owen Binkley, Councilor for Maryland 
. John M. Brewer, Councilor for South Carolina 
. Elias Margo, Councilor for Oklahoma 
- Harvey May, Councilor for North Carolina 
William R. Moore, Councilor for Kentucky 
- Roy A. Douglass, Councilor for Tennessee > 
. Fred W. Horn, Councilor for Texas 
The following State Presidents were present: 
Mrs. Walker L. Curtis, Georgia 
Mrs. Harvey May, North Carolina 
Mrs. E. Gordon Able, South Carolina 
re Lee S. Liggan, Virginia 
motion was made that the reading of the min 
1955 meeting be dispensed with. The motion mat’ “= 
The retiring treasurer, Mrs. Park Niceley of Knoxville 
Tenn., reported that there would be a balance of approx. 
imately $1,300.00 after the expenses of the meeting were paid 


UNFINISHED BUSINESS 


Mrs. John J. O'Connell, Immediate Past President, ex. 
plained the duties of the Vice-Presidents in their respective 
regions. 

_The regular order of business was suspended for the Tecog- 
nition of special guests Mr. C. P. Loranz, of the Southem 
Medical Association and Dr. J. P. Culpepper, Jr., President 
of the Southern Medical Association. Mr. Loranz offered his 
services to the Auxiliary and introduced Dr. Culpepper. Dr, 
Culpepper greeted the Board and asked that he be considered 
approachable in helping with Auxiliary problems. He urged 
the members to help with the growth of the Association in 
all sixteen states and the District of Columbia. He reported 
the Board of Trustees had passed a resolution to purchase 
a site in Birmingham, Alabama, on which a new home for 
“Southern” will be built. He stated that the Auxiliary would 
have recognition in this new building. 


NEW BUSINESS 


Mrs. Robinson asked Dr. Culpepper to agree that the Auxil- 
iary continue the expenditure of the Jane Todd Crawford 
Fund for the sending of the Journal to residents in gynecology 
in southern medical schools. It was her idea that next year 
the Auxiliary might consider spending part of the Fund for 
the Auxiliary room in the new building. Mrs. Joseph W. 
Kelso, Oklahoma City, suggested that the Auxiliary have a 
liaison committee to investigate the plans for the proposed 
room in the new building. Mrs. Harvey May, Charlotte, N. C., 
moved that the consideration of the room for the memorializing 
of Jane Todd Crawford be brought before the Preconvention 
Board Meeting at the 33rd Annual Convention of the Woman's 
Auxiliary to the Southern Medical Association at Miami Beach. 
The motion was seconded by Mrs. George Owen, of Jackson, 
Miss. The motion carried. 

Mrs. Eugene Holcombe urged that members visit the Me- 
Dowell home in Danville, Ky. She felt sure that each member 
would be proud of the Auxiliary’s contribution to this project. 

Mrs. Perry D. Melvin, Councilor for Florida, extended an 
invitation for the Auxiliary to meet in Miami Beach in 1957. 
The invitation was accepted. 

Mrs. O. W. Robinson, President, expressed gratitude to Mrs. 
Oscar B. Hunter, Jr., for the hospitality shown the ladies of 
the Auxiliary at the Washington meeting. Mrs. Hunter was 
Chairman of the Committee on Arrangements for the Wash- 
ington meeting. 

Mrs. J. U. Reaves and Mrs. Joseph W. Kelso were elected 
to the Executive Committee. 

Mrs. Arthur T. McCormick, of Louisville, Ky., asked that 
a note of gratitude be sent to The Filson Club, 118 W. 
Breckenridge, Louisville, Ky., for their help to the Auxiliary 
in the matter of records and archives. 

Each Councilor was instructed to appoint four members 
from her state on a membership committee. 

Mrs. Guidry moved that a note of greetings be sent to Mrs. 
Arthur A. Herold, Shreveport, La. Seconded by Mrs. Joseph 
W. Kelso. The motion carried. 

Mrs. Maynard R. Emlaw presented a suggested form of a 
Memorial Card. No action was taken. 

There was some general discussion about the matter of 
individual State flags, but no action was taken. 

(Signed) 
Mrs. WILLIAM GARROTT, 
Recording Secretary 


E 
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ARKANSAS 


Dr. Albert J. Grobmyer, Jr., has recently been named 
chief of the medical staff of the St. Joseph Hospital 
in Forest City. 

Dr. Art Martin was recently elected president of 
the Annual Sebastian County Medical Society. Other 
officers include Dr. Merle Woods, vice-president; Dr. 
George W. Allen, secretary; and Dr. Don Meador, 
treasurer. 

Dr. Frank A. Lee, Vandervoort, was recently elected 
president of the Polk County Medical Society. Other 
officers include Dr. C. A. Campbell, Mena, vice- 
president; Dr. John P. Wood, Mena, secretary and 
treasurer; Dr. L. K. Williams, Mena, delegate; and 
Dr. Pierre Redman, Mena, alternate-delegate. 

Dr. John R. Power was recently elected chief of staff 
of the Springdale Memorial Hospital medical staff. 
Dr. R. P. Edmondson is the new vice-chief and Dr. 
John Dorman, secretary-treasurer. 


FLORIDA 


Dr. Elwyn Evans, Orlando, was recently made a 
director of the American Heart Association. 

Dr. Manuel A. Schofman, Miami, was_ recently 
elected president of the Greater Miami Eye, Ear, Nose 
and Throat Society. Dr. Max M. Kulvin has been 
chosen vice-president, and Dr. James H. Mendel, Jr., 
secretary-treasurer. 


Dr. George T. Harrell, Gainesville, was recently ap- 
pointed to the Southern Regional Council on Mental 
Health Training and Research by Governor LeRoy 
Collins. 


Dr. Sidney Halpern, Jacksonville, was recently 
elected president of the Duval County Chapter of the 
Florida Academy of General Practice. Dr. S$. James 
Beale, Jacksonville, was elected vice-president. 

Dr. Glenn O. Summerlin, Gainesville, was recently 
installed as president of the Alachua County Medical 
Society. Other officers include Dr. G. Leonard Emmel 
as president-elect; Dr. George H. Putnam, vice-presi- 
dent; and Dr. Eugene H. Cummings,  secretary- 
treasurer. 

Dr. John J. Benton was recently elected president 
of the Bay County Medical Society. Other officers in- 
clude Dr. William C. Fontaine, vice-president; Dr. 


Lloyd B. Harrison, Jr., secretary; and Dr. James A. 
Poyner, treasurer. 


Dr. Myron L. Habeggar, Rockledge, was recently 
elected president of the Brevard County Medical So- 
ciety. Other officers include Dr. Jack T. Bechtel, Eau 


Gallie, vice-president, and Dr. Louis C. Jensen, Cocoa, 
secretary. 


Dr. Walter J. Glenn, Jr., Fort Lauderdale, was re- 
cently installed as president of the Broward County 
Medical Association. Dr. Russell R. Hippensteel, Holly- 
wood, was chosen president-elect. Other officers in- 
clude Dr. Miles J. Bielek, vice-president; Dr. Garland 


M. Johnson, secretary; and Dr. James F. Berry, 
treasurer. 


Dr. James A. Craig, Naples, was recently installed 
as president of the Collier County Medical Society. 
Other officers include Dr. Reidar Trygstad, Naples, 
vice-president; Dr. Loral F. Gwaltney, Naples, treas- 
urer; and Dr. Ethel H. Trygstad, Naples, secretary. 

Dr. Thomas H. Bates, Lake City, was recently re- 
elected president of the Columbia County Medical 
Society. Other officers include Dr. Robert M. Sasso, 
Lake City, as vice-president, and Dr. Laurie J. Arnold, 
Jr., Lake City, as secretary-treasurer. 


Dr. Walter W. Sackett, Jr., Miami, was recently in- 
stalled as president of the Dade County Medical As- 
sociation. Dr. Nelson Zivitz, Miami Beach, is the new 
president-elect. Other officers include Dr. Robert P. 
Keiser, Coral Gables, as vice-president; Dr. Franklin ]. 
Evans, Coral Gables, as treasurer; and Dr. Vincent P. 
Corso, Miami, remains secretary. 


Dr. Godfrey L. Beaumont, Sebring, was recently 
elected president of the DeSoto-Hardee-Highlands- 
Glades County Medical Society. Other officers include 
Dr. Lee Burley, Sebring, as vice-president, and Dr. 
Theodore W. Weeks, Jr., Sebring, as secretary-treasurer. 

Dr. Leo M. Wachtel, Jacksonville, was recently in- 
stalled as president of the Duval County Medical So- 
ciety. Dr. Ashbel C. Williams, Jacksonville, was chosen 
president-elect. Other officers include Dr. J. Champ- 
neys Taylor, Jacksonville, vice-president; Dr. Sidney 
Stillman, Jacksonville, treasurer; and Dr. Charles F. 
McCrory, Jacksonville, as secretary. 


Dr. Paul F. Baranco, Pensacola, was recently in- 
stalled as president of the Escambia County Medical 
Society. Voted president-elect was Dr. Joseph W. Doug- 
las, and Dr. Alpheus T. Kennedy was elected vice- 
president. Dr. Pascal G. Batson, Jr., was re-elected as 
secretary. 

Dr, Photis J. Nichols, Apalachicola, was recently 
elected president of the Franklin-Gulf County Medical 
Society. Dr. William F. Wager, Port St. Joe, was 
chosen as the new secretary. 

Dr. Madison R. Pope, Plant City, was recently 
elected president of the Hillsborough County Medical 
Association. Dr. Wesley W. Wilson was chosen presi- 
dent-elect; Dr. Thomas F. Nelson, vice-president; and 
Dr. Marvin B. Miller, treasurer. Dr. James A. Winslow, 
Jr., was re-elected secretary. 


Dr. Walter W. McCorkle, Vero Beach, was recently 
elected president of the Indian River County Medical 
Society. Other officers include Dr. B. Bowman Guerin, 
vice-president, and Dr. Enoch J. Vann, Jr., secretary- 
treasurer. 


Dr. William W. Richardson, Graceville, was recently 
installed as president of the Jackson-Calhoun County 
Medical Society. Other officers include Dr. Albert E. 
McQuagge, Marianna, will serve as vice-president and 
Dr. Francis M. Watson was re-elected as secretary. 


Dr. Fred A. Vincenti, Mount Dora, was recently 
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elected president of the Lake County Medical Society. 
Other officers include Dr. William K. Smith, Clermont, 
as vice-president and Dr. J. Basil Hall, Tavares, secre- 
tarv-treasurer. 


Dr. James L. Bradley, Fort Myers, was elected presi- 
dent of the Lee-Charlotte-Hendry County Medical 
Society. Other officers include Dr. Joseph L. Selden as 
vice-president, and Dr. George D. Hopkins II has been 
re-elected as secretary-treasurer. 

Dr. George S. Palmer, Tallahassee, was recently 
elected president of the Leon-Gadsden-Liberty-Wakul- 


BOOK REVIEWS 


Continued from page 696 


those concerned with blood grouping and blood typing. 
The successful operation of any hospital requires the 
accurate and careful operation of blood transfusion 
centers. The Regional Blood Transfusion Center in 
Sheffield, England, has for many years been one of 
the leading laboratories not only in the practical ap- 
plication of blood typing and transfusion techniques, 
but also in the fundamental and necessary basic re- 
search concerned with this field. Mr. Dunsford and 
Dr. Bowley have successfully produced in this small 
laboratory manual one of the most complete compila- 
tions of the recognized and accepted techniques avail- 
able. Not only is this manual carefully designed to 
serve as a readv reference for the blood technician, 
it is also bound in such a fashion that the pages may 
lie open on the work bench without having to iron 
out the binding. or prop the book open. Obviously 
this manual is not intended to be placed upon the 
book shelf of the average physician, but any internist, 
hematologist, or hospital blood bank director would 
find its methods and techniques invaluable. 


Cytology of the Blood and Blood-Forming Organs 


By Marcel Bessis, Director of Research Laboratory, 
Centre National de Transfusion Sanquine, Paris. 
Translated by Eric Ponder, The Nassau Hospital, 
Mineola, New York. 622 pages, illustrated. New 
York: Grune & Stratton, 1956. Price $22.00. 


Professor Bessis points out in his preface of this 
newly-revised text (this is the first English edition) 
that “we are entering a new area in cytology and the 
principal object of this treatise is to give an account 
of the changes in point of view which have occurred, 
to re-assess the classical ideas based on the stained 
film by considering them in the light of recent tech- 
nics, particularly those of phase microscopy, electron 
microscopy, cytochemistry, the use of the ultracen- 
trifuge, and the examination of blood cells by polar- 
ized light, by ultraviolet light, and by the fluorescence 
microscope.” It hardly seems necessary to point out 
that this “new era in cytology” was ushered in more 
by the efforts of Professor Bessis than by any other 
individual. The impressive volume of work carried 
out by Professor Bessis and his colleagues at the re- 
search laboratories of the Centre National de Trans- 
fusion Sanguine is truly impressive. His fundamental 
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la-Jefferson County Medical Society. Dr. Nelson 4 
Kraeft, Tallahassee, has been elected secretary, 

Dr. Julian M. DuRant, Madison, was recently elected 
president of the Madison County Medical Society, py. 
A. Franklin Harrison, Madison, will serve as secretary. 

Dr. Joseph A. Gibson, Bradenton, was recently jp. 
stalled as president of the Manatee County Medical 
Society. Serving with Dr. Gibson are Dr. Joseph B. 
Ganey, Bradenton, as vice-president, and Dr. Warren 
G. Darty, Palmetto, secretary-treasurer. 


Continued on page 66 


studies in phase microscopy, electron microscopy, and 
supravital stain technics are well known to hema. 
tologists throughout the world. The first several chap. 
ters in this text contain the carefully recorded data 
necessary for the use of these new technics, and 
the latter half of the text is devoted to the carefy! 
and in many ways, novel, discussion of the normal and 
abnormal cellular elements of the blood forming sys. 
tem. The description of the technics used is most 
lucid, and the illustrations are generally excellent. 
The translator, Dr. Eric Ponder, unquestionably de- 
serves a great deal of credit for the very clear presen- 
tation of the author’s works. Admittedly, this is a 
highly technical and highly specific text, but its 
worth to the investigator interested in the study of 
cells of the blood is unquestioned. 


The Truth About Cancer 


By Charles §. Cameron, M.D., Medical and Scientific 

Director, American Cancer Society. 269 pages, il- 

lustrated. Englewood Cliffs, New Jersey: Prentice- 

Hall, Inc., 1956. Price $4.95. 

The current new literature has been filled with 
material on “CANCER” and its victims. Anything 
that deals with cancer is worthy of a small blurb, and 
the fate of any person in the public eye, who might 
be unfortunate enough to have this diagnosis, is sure 
to be the item of repeated progress notices. The end 
result has been that the thinking and reading Amer- 
ican public has had a smattering of disjointed infor- 
mation from both authoritative and_ sensationalist 
sources. Opinions which they may have formed 
through choice of necessity are guided by a strange 
combination of the advice of their physician, their 
acquaintances, and the printed matter available to 
them. While this book could hardly be described in 
courtroom terms as “the whole truth,” it would cer- 
tainly be fair to say that it is “nothing but the truth.” 

Dr. Cameron launches forth on a tremendously dif- 
ficult task but does it in an orderly fashion, and his 
work represents what is now the best book for gen- 
eral information on cancer and its associated problems. 
He undertakes to explain what cancer is, what its 
different forms are, why we hear more about cancer 
today than in past years, and what each person should 
do to reduce their chances of dying of cancer. He ap- 
proaches it in a factual fashion, and there are no 
punches pulled. The language is at times a bit tech- 
nical but still concise and readable. 
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There are many points brought out in a forceful 
fashion. Cancer is not a disease of civilization. Civil- 
ized peoples are living longer, and cancer is most 
frequently found in the older portion of our popula- 
tion. It is a disease which is more generally admitted 
now than in past years. It has not been long since 
the family who allowed the statement to appear in an 
obituary that their loved one had died of cancer 
would have been considered mentally unsound. Knowl- 
edge of the type displayed by Dr. Cameron will help 
to change this meaning of the word. We now diagnose 
cancer. where years ago the accuracy of diagnosis was 
impossible or exceedingly difficult. 

Because of the cloud that has hovered over the suf- 
ferer from cancer, there has accumulated a wealth of 
lore and fable about the disease. The facts are these: 
there is no confirmed instance in which cancer has 
ever been communicated from one person to another; 
what one eats has little or nothing to do with whether 
he or she will ever get cancer; if heriditary influences 
play a part in the disease at all, they simply serve to 
set the stage rather than being a direct cause. 

Probably the two most important pieces of factual 
information that are brought out concern establishing 
a diagnosis of cancer and the present status of cancer 
treatment. The only strictly reliable basis for the 
diagnosis of cancer is the biopsy or microscopic tissue 
examination. If there were never another new fact 
learned about cancer, it would still be possible to 
save twice as many lives by making the best use of 
that which is already known. 

For those who are interested in the subject, this 
book will bring new facts as well as some reassurance. 
It does much to dispell clouds of misinformation and 
is an easy source of modern knowledge on its subject. 


The Nonvenereal Diseases of the Genitals 


By Fritz T. Callomon, M.D., formerly Dermatologist, 
General Hospital and County Hospital, Bromberg, 
Germany; and John F. Wilson, M.D., Assistant Pro- 
fessor, Dermatology and Syphilology, Jefferson Med- 
ical College. 354 pages. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1956. Price $12.50. 

To one who has worked and taught in the field of 
venereal disease it appears that this is the type of 
book which has been needed for a long time. Both 
undergraduates and _ practicing physicians cannot 
overcome their immediate reaction that lesions of the 
genitalia represent venereal disease. Only secondarily 
do thev consider other diagnostic possibilities. With 
the lessened frequency of the venereal diseases in the 
practice of most physicians in these days, and an in- 
creasing unfamiliarity in the younger members of the 
profession with the characteristics of these diseases, 
this book should be most helpful. The nonvenereal 
diseases of the genitalia will in the practice of the 


present day outnumber the instances of venereal 
lesions. 


Collected Papers of The Mayo Clinic 
and The Mayo Foundation 


Volume XLVI. 843 pages. Philadelphia: W. B. 
Saunders Company, 1955. Price $12.50. 


This represents the forty-sixth volume of the Col- 
lected Papers which have appeared from the Mayo 
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Clinic and Mayo Foundation, and represents material 
which has been presented at medical meetings or pub- 
lished between December 1953 through November 
1954. The papers have been selected particularly 
having in mind, as it is stated, “the interests of the 
general practitioner, the general surgeon and_ the 
diagnostician.” On this basis from a total of 629 papers 
which have appeared from the Mayo organization, 62 
appear in full form, 52 in an abridged form, 20 appear 
in abstract and 495 are listed by title. 

Obviously this mass of material cannot be reviewed 
in detail, but excellent papers are to be found under 
the sections of the alimentary tract, that related to 
the genitourinary diseases, the ductless glands, the 
blood and circulatory organs, dermatology, those re- 
lated to orthopedics, diseases of the thorax, of the 
central nervous system, those from the field of radi- 
ology, physical medicine and _ rehabilitation, and 
anesthesia. Then there are miscellaneous articles hav- 
ing to do with the principles and the use of anti- 
biotics, fever of undetermined origin, and_ technical 
papers having to do with illustrations in medical 
writing and the like. As usual the material is gotten 
together in an excellent fashion and presented in a 
very readable form. Its broad coverage certainly offer 
the general practitioner the equivalent of hours in 
postgraduate medicine. 


Psychosomatic Genesis of Coronary Artery Disease 


By Don Carlos Peete, M.D., Associate Clinical Pro- 
fessor of Medicine, University of Kansas School of 
Medicine. 211 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1955. Price $7.75. 


The author presents the thesis that coronary throm- 
bosis is commonly or largely caused by vasospasm 
in a sclerotic coronary artery. He emphasizes the 
vasospasticity as a manifestation of psychosomatic 
disease, in these instances reflecting a patient's feel- 
ings of insecurity. He admits that many have disagreed 
with him in the past twenty years over which he has 
propounded this theory. He weaves into his discussions 
Biblical quotations on basic truths upon which he 
builds his chapters. Much of the book represents 
quotations from the literature, not only of the present, 
but of the past centuries. To the reviewer these high- 
lights of the book were most interesting and enter- 
taining, and for him it will be a reference book of the 
historical evolution of the concept of coronary throm- 
bosis in sketches of the men who contributed to the 
gradually developing knowledge of the condition. 


Gynecologic Cancer 


By James A. Corscaden, M.D., Professor Emeritus 
of Clinical Gynecology, College of Physicians and 
Surgeons, Columbia University. Second edition. 537 
pages. Baltimore: The Williams and Wilkins Com- 
pany, 1956. Price $10.00. 


In the second edition of his book the author pre- 
sents the changes that have taken place in the field 
of gynecologic cancer during the past four years. This 
brings up to date his original edition which was his 
evaluation of the voluminous literature on this subject. 

In the introduction Dr. Corscaden gives sound argu- 
ments to those who may be skeptical about attempts 
at early diagnosis and treatment of cancer. He explains 
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why this is particularly applicable to gynecologic 
cancer with the possible exception of carcinoma of 
the ovary. 

The chapter on diagnosis is of especial interest to 
any physician who sees female patients, be he general 
practitioner or specialist. The application, sources of 
error, and combined reliability of the latest diagnostic 
methods, including cytology and colposcopy, are dis- 
cussed with remarkable clearness. 


Cancer of each individual pelvic organ is then dis- 
cussed in detail as to its diagnosis, clinical character- 
istics, and treatment. This information is excellent 
reference material, particularly for the specialist who 
is interested in treatment. Operative treatment as well 
as the effects of radioactive isotopes and high voltage 
x-ray therapy is given a complete appraisal. 

The management of the cancer patient, as well as 
the effects of a therapeutic menopause, is given 
thoughtful consideration. This is an important clinical 
problem that many writers overlook. 


This book is a real contribution, both as interesting 
reading and invaluable reference, to the practitioner 
or specialist whose responsibility it is to have a part 
in the diagnosis and treatment of gynecologic cancer. 


Excitability of the Heart 


By Changler McC. Brooks, Ph.D., Brian F. Hoffman, 
M.D., E. E. Suckling, M.Sc., M.E.E., Department of 
Physiology and Pharmacology, State University of 
New York College of Medicine, and Oscar Orias, 
M.D., Instituto de Investigacion Medica Mercedes y 
Martin Ferreyra, Cordoba, Argentina. 352 pages. 
New York: Grune and Stratton, 1955. Price $6.50. 


The authors have reanalyzed the subject of cardiac 
excitability using newly developed technics and 
apparatus. This monograph, according to Dr. Carl J. 
Wiggers who wrote the “Foreword” will be considered 
a classic by physiologists. The main theme of the book 
can perhaps best be expressed in the authors’ words, 
“one of the major purposes of the monograph is to 
relate the modern theories concerning the origin of 
membrane potential and the process of excitation and 
response to the study of the cardiac cell and the re- 
actions of the heart.” The material is presented in the 
style of a well written scientific paper, including many 
excellent illustrative diagrams and figures. Not only 
does this book contribute much to our knowledge of 
cardiac physiology but it offers new and exciting ap- 
proaches to the study of the mechanisms of action 
of drugs having an effect upon cardiac tissue. 


The American Drug Index 


Charles O. Wilson, Ph.D., Professor of Pharmaceu- 
tical Chemistry, College of Pharmacy, University of 
Texas, and Tony Everett Jones, M.S., Instructor of 
Pharmaceutical Chemistry, College of Pharmacy, 
University of Colorado. 576 pages. Philadelphia: 
J. B. Lippincott Company, 1956. 


In these days of synthetic chemistry and a multitude 
of pharmaceutical preparations tumbling onto the 
market almost weekly, the physician and medical stu- 
dent can by no stretch of the imagination stay 
abreast of the avalanche of trade names and syno- 
nyms. Therefore this book should be welcomed and 


MAY 1957 


be thumbed daily, Pharmaceutical names and generic 
names appear in alphabetical order with data which 
include the generic name, chemical name, the many. 
facturer, pharmaceutical forms, the size, dosage ang 
use. This is a book which should be on every physi 
cian’s desk. 


A Pictorial History of Medicine 


By Otto L. Bettmann, Ph.D. 312 pages, Springfield 
Illinois: Charles C. Thomas, Publisher. Price $9.59, 


This is a most delightful and entertaining book for 
the physician who is interested in the history of his 
profession. Dr. Philip Hench has written a mog 
thoughtful foreword to the book, pointing to the im. 
portance of a historical background for the physician 
so he may have the proper perspective with regard 
to medicine, the developments of the past and poten. 
tialities of the future. 


The content of the volume consists of brief textual 
material and accompanying illustrations to outline the 
development of medical science from the days of the 
ancients, carrying progress through the nineteenth 
century. Though this book is most interesting and 
entertaining, it is not as Dr. Hench says, “A ‘pictorial 
souvenir’ for the physician to inspect casually and 
then consign to the patient’s waiting room. Instead 
it should become a permanent member of his small 
desk-side privy council: as dependable as the latest 
medical book or journal.” It is a volume to be recom- 
mended highly. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
references should conform to the following style: 
1. Doe, J. E.: What You Should know 
about It, New England J. Med. 
243:435, 1950. 


IMustrations: Black and white glossy prints, preferably 5 by 


'7 inches, and drawings in India ink on white paper are 


required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher's cost. Ar 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights res>rved. 


Editorial Address: All manuscripts, corrected galley proc 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, MD, 
Vanderbilt University School of Medicine, Nashville 5 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business shov 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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SPECIAL SUBSCRIPTION RATE 


For Interns and Residents 


The Journal of the Southern Medical new” in medicine, irrespective of the na. 
Association is now available to interns ture of his future practice. 
and residents throughout the South at a The Journal is the publication mediyn 
special price of $3.00 per year. of the papers presented before the twenty 

All physicians in intern or residency Sections of the Association’s scientific as. 
training in Southern hospitals are eligible, sembly as well as selected contributed 
provided such training is approved by the papers. In addition, it features editorials, 
Council on Medical Education and Hos- timely review articles, book reviews, and 


pitals of the AMA. medical news. 
Renewals falling within the formal train- With a circulation of 10,700 copies, the 
ing period may be made at the same rate. Southern Medical Journal is the nation’s 
The Southern Medical Journal is a second largest general medical publica. 


general publication, presenting twenty to tion. This special rate (less than one-half 
twenty-five papers monthly covering a __ the actual cost for printing) is a contribu. 
broad range of medical and surgical sub- tion of the Southern Medical Association 
jects. The physician in training will find to the continuing education of the young 
the Journal an up-to-date source of “what’s _ physicians of the South. 


ORDER FORM 
SPECIAL $3.00 RATE FOR INTERNS AND RESIDENTS ONLY 


Southern Medical Journal 
1020 Empire Building 
Birmingham 3, Alabama 


Please enter my subscription to the Journal for one year, beginning with the next issue. (Attach check or money order.) 


| am (a) (an) in 
(intern or resident) (type of service) 


at the 


City 


My formal training period will end 


(month) 


1 will advise you of my new address after completion of this training. 


Members may purchase compli- 
mentary subscription at above 
vate for an intern or resident 
friend. 


(mailing address) 
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“You say you can also mix 
a it with flavorful orange 
or luscious grape juice?” 


It is hard to decide which is best... 
Metamucil with water, milk or fruit 


juice—they combine equally well with 


Metamucil. But use cool liquid for best 


results. Irritant laxatives are unnecessary 
with Metamucil since this hydrophilic 
mucilloid produces soft, easy stools and 


stimulates normal peristalsis. 


VETAMUCIL 


psyllium hydrophilic mucilloid with dextrose 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


OBSTETRICS and GYNECOLOGY 


A two months full-time course. In Obstetrics: lectures, 
prenatal clinics; attending normal and operative deliv- 
eries; detailed instruction in operative obstetrics (mani- 
kin). X-ray diagnosis in obstetrics and gynecology. Care 
of the newborn. In Gynecology: lectures; touch clinics; 


UROLOGY 


A combined full-time course covering an academic year 
(8 months). It comprises instruction in pharmacology; 
physiology; embryology; biochemistry; bacteriology and 
pathology; practical work in surgical anatomy and uro- 
logical procedures on the cadaver; regional and general 
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anesthesia (cadaver); office gynecology; proctological 
diagnosis; the use of the ophthalmoscope; physical diag- 
nosis; roentgenological interpretation;  electrocardio- 
graphic interpretation; dermatology and_ syphilology; 
neurology; physical medicine; continuous instruction in 
cystoendoscopic diagnosis and operative instrumental 
manipulation; operative surgical clinics; demonstrations 
in the operative instrumental management of bladder 
tumors and other vesical lesions as well as endoscopic 
prostatic resection; attendance at departmental and 
general conferences. 


witnessing operations; examination of patients pre- 
operatively; follow-up in wards post-operatively. Obstet- 
rical and gynecological pathology. Culdoscopy. Studies 
in sterility. Anesthesiology. Attendance at conferences 
in obstetrics and gynecology. Operative gynecology on 
the cadaver. 


EYE, EAR, NOSE and THROAT 


\ three months combined full-time refresher course 
consisting of attendance at clinics, witnessing opera- 


tions, lectures, demonstration of cases — PROCTOLOGY and 
demonstrations; operative eve, ear, nose and throat on 
GASTROENTEROLOGY 


the cadaver; clinical and cadaver demonstrations 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology, bacteriology and 
embryology; physiology; neuro-anatomy; anesthesiology; 
physical medicine; allergy, as applied to clinical prac- 
tice. Examination of patients pre-operatively and follow- 
up post-operatively in wards and clinics. Attendance 
at departmental and general conferences. 


A combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds, dem- 
onstration of cases; pathology; radiology; anatomy; 
operative proctology on the cadaver; attendance at de- 
partmental and general conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James Keen Ward, M.D. 
Phones WO 1-1151 and WO 1-1152 


James A. Becton, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


h 
=: 


VOLUME 50 SOUTHERN MEDICAL JOURNAL 


For NFRyOyS indigestion 
...and GI SPASM 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


Convertin-H tablets 


Fortified digestive enzymes 
WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contains: 
In sugar-coated outer layer Homatropine Methylbromide. .. . 
Betaine Hydrochloride 130.0 mg. 
(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 
Oleoresin Ginger 
In enteric-coated inner core Pancreatin (4 X U.S.P.)....................... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 
DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


SMYRNA, GEORGIA 
SUBURB OF ATLANTA 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 


MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 
BRAWNER, Ja., M.D. ALBerT F, BRAWNER, M.D. 
Medical Director Associate Director 


P. O. BOX 218 Phone 5-4486 
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Modern Treatment Facilities @ Psychotherapy Em 

 phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

M.— Therapy @ Supervised Sports @ Religious Services 
Wes... 


oonemeteeeeeey Your patients spend many hours daily in healthful out 


door recreation, reviving normal interests and stimu: 
lating better appetites and stronger bodies .. . all on 
Florida’s Sunny West Coast . 
Se “Speen Rates Include All Services and Accommodations 
‘A MODERN HOSPITAL Rates Available 10 Doctors ond Inston 
EMO T I .e) N A L R E A DJ U STM E N T Assoc. Medical Director—WaAtcteR H. WELLBORN, JR., MD. 


PeTER J. Spoto, M.D. 


TARPON SPRINGS © FLORIDA Kes. Ju, MD. Anruno MD 
re) N TH E G ULF re) F M co Consultants in 


ARSON, M.D. 
Watcter H. Baitey, M.D. 
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Whatever else you try 
erelse you try 
works when others fail A 
PHARMACEUTICALS Div. Foster-Milburn Co. + Buffa wy 
J. ‘ 
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hetter tasting 
hetter absorbed 


better utilized 


Homagenets provide multivitamins in the 
same way as do the most nutritious foods. 
By a unique process, the vitamins are homo- 
genized, then fused into a solid, highly 
palatable form. Compare the taste of 
Homagenets with other vitamin preparations, 

Homogenization presents both oil and 
water soluble vitamins in microscopic parti- 
cles. This permits greater dispersion of the 
vitamins—thus better absorption and utiliza- 
tion. And the flavorful base assures patient 
acceptance. 


*U.S. Pat. 2676136. Other Pat. Pending 


The E. 


the only 
homogenized vitamins 
in solid form 


Advantages— 
Better absorption, better utilization 
Excess vitamin dosage unnecessary 


Pleasant, candy-like flavor 
No regurgitation, no “‘fishy burp” 
May be chewed, swallowed or dissolved 
in the mouth 
Three formulas : 


Prenatal Pediatric Therapeutic 
Send for samples of Homagenets. 


Taste them, and compare. 


MASSENGILL Company 


BRISTOL, TENNESSEE - NEW YORK - KANSAS CITY - SAN FRANCISCO 
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BRAND OF MECLIZINE HYDROCHLORIDE 


prevents nausea, 
vomiting and vertigo 
associated with 
vestibular disturbances 


Trademark 
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HEMATOLOGY 


POSTGRADUATE MEDICAL 
TRAINEE PROGRAM 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Dr. Charles C. Sprague, Chairman 

April 10-12, 1957 

This program will cover the anemias, leu. 
kemias, and hemorrhagic disorders, Morning 
sessions will be devoted to lectures and dis. 
cussion groups, and each afternoon will be 
spent in the laboratory reviewing slide prep- 
arations and procedures covered that morp- 
ing. 


This program, available in most of the clin- 
ical departments, is a means of offering post- 
graduate training {adapted to the interests 
and needs of individual physicians. Letters 
of application describing the duration (one 
week to one year) and type of program de. 
sired are reviewed with the department con- 
cerned and accepted whenever possible. 


For detailed information write 


DIRECTOR 
DIVISION OF GRADUATE 
MEDICINE 
1430 Tulane Ave. New Orleans 12, La. 


CLINICAL RESULTS... 


in the therapy of many disorders have steadily 


VITA-FOOD Brewers’ Yeast 


improved as nutrition of the patient has been 


a enhanced, with special attention to optimal 
VITA-FOOB 


Skewers’ 


levels of the entire vitamin B complex and bio- 
logically complete protein—as in VITA-FOOD 
venuine Brewers’ Yeast, which also supplies 
essential minerals, lipotropic and other factors; 
and is highly digestible even by severely depleted 


patients. 


Pfizer 
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perhaps the safest ataraxic known... 


PEACE oF MIND 


ATARAX 


{brand of hydroxyzine) Tablets-Syrup 


safety highlighted in every clinical report. 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety. After more than 85,000,000 
doses — many on long-term administration 
at high dosage — no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported. 


calms tense patients. 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find ATARAX effective 
in about 9 of every 10 patients. 


prescribe atarax as follows: 


Adults: usually one 25 mg. tablet, 
or two tsp. Syrup, three times daily. 
Children: (over 8 years): usually 
one 10 mg. tablet, or one tsp. Syrup, 
twice daily. 

Supplied: Tablets, tiny 10 mg. 
(orange) and 25 mg. (green), bot- 
tles of 100. Syrup, 10 mg. per tsp., 
pint 

Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only. 


Chicago 11, Illinois 
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A private psychiatric hospital em- Staff PAUL V. ANDERSON, Presiden 
aul REX BLANKINSHIP, M.D., Medical Director 

ploying e JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


conse: 


3 3 capsules daily, / 
bottles of 100. 


MINERALS. 


PEACE of mind ATARAX 


3 
DEMANDS 
| 
® 
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Conditions requiring diuretic treatment 
for sustained periods of time can be ideally 
controlled by Diamox. 


Diamox has been found strikingly effective in 
a variety of conditions: cardiac edema, 
glaucoma, epilepsy, toxemias of pregnancy, 
obesity, premenstrual tension. 


Administration of Diamox once daily or every 
other day results in ideal control of edema 
since Diamox is effective in the mobilization 
of edema fluid and in the prevention of 

fluid accumulation. 


A versatile diuretic, Diamox is well-tolerated 
orally, and even when given in long term 
dosage, side effects are rare. Excretion by the 
kidney is usually complete within 12 hours 
with no cumulative effects. 


Dosage can be adjusted to ensure a restful 
night. 


Supplied: Scored tablets of 250 mg. (Also 
in ampuls of 500 mg. for parenteral use.) 


ACETAZOLAMIDE LEDERLE 


nonmercurial diuretic 


_ LEDERLE LABORATORIES DIVISION, AMERIC 
U.S. Pat. OFF. 


‘AN CYANAMID COMPANY, PEARL RIVER, NEW YORK oe 
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anything NEW for dizziness? 


vertigo 


(AND A GLANCE AT THE FORMULA SHOWS 2 REASONS WHY) 


each tablet contains: 


MECLIZINE (12.5 mg. sup- 
presses labyrinthine irritation! 


+ 
NICOTINIC ACID (50 mg.) — for prompt 
increase of cerebral blood flow? 


Proof? Try ANTIVERT on your next vertig- 
inous patient. One tablet t.i.d. before meals. 
In bottles of 100 blue-and-white scored tab- 
lets. Rx only. 


CHICAGO 11, ILLINOIS 
VERTICo IN 1. Weil, L. L.: J. Florida Acad. Gen. 
antivert is particularly useful aS the relief Pract. 4:9 (July) 1954. 2. Williams, 
vertigo i aging Rae: Henry L.: J. Michigan State Med. 
the é Society 51:572-576 (May) 1952. 
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is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 
Natural 


0.2 Gram 
(approx. 3 grains) . 
produced by 


Davies, Rose & Co., Ltd. 


By specifying the name, the 


_ physician will be assured that this 

- standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. <i 


ettective 
practical 


A specific immunizing antigen for prevention of 
mumps in children and adults where indicated. Vac- 
cination should be repeated annually. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


Pfizer 


longest acting 
motion-sickness 
preventive 


BRAND OF MECLIZINE HYDROCHLORIDE 
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ecretion of more bile is the most 
important therapeutic indication. 


Remington* says: “Bile salts are extensively 
employed in various types of hepatic disorders 
. .. The choleretic action is of value... 
for removing small calculi inhibiting the 
flow of bile through the common duct.” 


CHOLOGESTIN is the effective choleretic 
that increases both the volume of bile and its 

content of bile salts. Thus it overcomes 

the inspissation which leads to gallstones. 


CHOLEGESTIN contains salicylated bile 
extract combined with pancreatin 
and sodium bicarbonate. Dosage, 1 tablespoonful 
in cold water after meals. TABLOGESTIN, 
3 tablets equivalent to 1 tablespoonful 
of Chologestin. 


*Practice of Pharmacy, 
11th ed., 1956, p. 704. 


F. H. STRONG COMPANY sms | 
112 W. 42nd Street New York 36, N. Y. r i 
Please send me free sample of TABLOGESTIN together with | 
literature on CHOLOGESTIN. 1 
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From Pediatrics to Geriatrics 


Zymenol 


Softens Bowel Content 
A PLEASANT-TASTING 
EMULSION 


BREWERS YEAST FOR 
WHOLE B COMPLEX 


NO IRRITANTS 
SUGAR FREE 


Zz i lente: 
Please write for ymenol ingredients: 


Zymenol samples. (no live cells) 


Mineral oil 50%, 


Literature i 
For bulk with brewers a 


yeast... other Glidden products: 
: Zylax, the new laxati 
Write tablet for faut bet 
Zymelos e tle laxation. 


Tablets | tiauid, the 


vent or heal bedsores. 


OTIS E. GLIDDEN & CO., INC. 


Waukesha 37, Wis. 


Brewers yeast culture 12% 


Zymenol, Zymelose and é 


product that helps pre- 


E. W. ALLEN, M.D. 


DEPARTMENT FOR MEN 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


H. D. ALLEN, M.D. 


DEPARTMENT FOR WOMEN 


Terms Reasonable 


FOR 
— 
PATIC 2 
| 
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a new dosage form 


for immediate control of nausea and vomiting 


when oral administration is not feasible 


In 98% of cases treated with “Compazine’ Ampuls during 
clinical trials, a single intramuscular dose completely 
stopped nausea and vomiting or reduced its severity 
enough to permit administration. 

Dosage: An initial dose of 5 to 10 mg. (1 to 2 cc.) should 
be injected deeply into the upper outer quadrant of the 
buttock. This may be repeated if necessary at intervals of 
3 to 4 hours. 

For further information, see S.K.F. literature. 
Available: 2 cc. (10 mg.) ampuls in boxes of 6 and 100 
5 mg. tablets in bottles of 50 and 500. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F. 


6] 
Compazine’ Ampuls— 
—O 
on 
w’ 
| ‘( +>) potent antiemetic 
OMPdcl ne with minimal side effects 
D. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 


cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
Bo ; BRAND OF MECLIZINE HYDROCHLORIDE 
neuroses, psychosomatic disorders, mood disturb- 


ances, social adjustment problems, involutional prevents nausea, 

reactions and selective psychotic and alcoholic dizziness vomiting 
’ 

of motion sickness 


problems.) 


Dr. Howarp R. MAsTErs Dr. James AsA SHIELD 


Dr. Weir M. Tucker Dr. Georce S. Fuirz, Jr. in minutes 
Dr. Ametia G. Woop Dr. Ropert K. WiLLiamMs Pfizer 
*Trademark 
SAINT ALBANS 


RADFORD, VIRGINIA 


STAFF 
James P. Kinc, M.D. 
Director 
James K. Morrow, M.D. DanieL D. Cuties, M.D. 
Tuomas E. Painter, M.D. James L. Cuirwoop, M.D. 
Ciara K. Dickinson, M.D. Medical Consultant 
Affiliated Clinics: 
Bluefield Mental Health Center Beckley Mental Health Center Harlan Mental Health Center 
525 Bland St., Bluefield, W. Va. 20714 McCreery St. Harlan, Ky. 
David M. Wayne, M.D. Beckley, W. Va. Cc. H. Crudden, M.D. 


W. E. Wilkinson, M.D. 
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mg./ml. 


700 


new 


| sulfonamide formula 
=| | for urinary tract infections 


UNEXCELLED SOLUBILITY 

optimal concentrations at site of 
500—— infection; avoids crystalluria 

BROAD ANTIBACTERIAL RANGE 

active against wide range of urinary 

pathogens, including staphylococci, 

gonococci, Escherichia coli 
400— QUICK SYMPTOMATIC RELIEF effective 

hyoscyamus component quickly 

relieves pain and burning 

FREEDOM FROM TOXIC EFFECTS 

low degree of acetylation; no forcing 
— 300— Of fluids or alkalization needed 


quite well... 

bacterial 

trum is | 
parable to that 


of 
tine a | 
TABLETS | 
TOnNaMIGEEF | 
i P Each tablet or 5-cc. tsp. provides Trademar mide]...among 
wn 250 mg. sulfamethylthiadiazole, \ \ the least pri 
250 mg. sulfacetamide, and equiv. wi OM but one of the 
of 0.015 mg. alkaloids of most effective 
Hyoscyamus niger. of the sulfona- 


mides 


DOSAGE: Adults—2 tablets or 2 tsp. 
Si q.i.d. first 2 days, thereafter, 

1 tablet or 1 tsp. q.i.d. 
Children —1 cc. (16 drops) syrup 
per 10 Ib. body weight first 2 days, 
thereafter, 0.5 cc. (8 drops) per 
10 Ib. SUPPLIED: Tablets, 


bottles of 50 and 500. Syrup, 
50 1-pt. and 1-gal. bottles. 


e 
EATON & COMPANY 


Decatur, tlinois 


SULFAMETHYLTHIADIAZOLE 


SULFISOXAZOLE 


TRIPLE SULFA 


GRAPH OF SOLUBILITIES 


— H 5.0 5.5 6.0 6.5 7,0 
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THREE Recent CLINICAL STUDIES Attest the UNEXCELLED RECORD of 


GYNBEN 


As MULTIPLE THERAPY in 
Average Results: VAGINITIS 1 Norris, R. F., Multiple Therapy 


in Vaginitis with GYNBEN, 
South. M. J., 50:351-353 (March) 
1957. 


Bacterial & Atrophic 


addi 100% Gready, T. G., GYNBEN in the 
igiNitis Freatment of Vaginitis, Mississip- 
Monilia 99% pi Doctor, 33:213-14 (Jan.) 1956. 


Trichomonas Tinsley, W. H., Short Term 
 Freatment for Trichomonas, 
Monilial and Non-specific Vagin. 
itis, Texas J. Med., 51:5-7, (Jan.) 
1955. 


“Haemophilus Vaginalis 
Vaginitis” Good 


Write For Samples 


BENTEX Pharmaceutical Company CAMBRIDGE Pharmaceuticals 


Greenville, South Carolina 


Copies on Request 


Houston 4, Texas 


R. Yates DILLARD & Company 


Memphis 3, Tennessee 


KING Pharmaceutical Company 


Montgomery 3, Alabama 


For Daytime Tranquillity 
non-barbiturate sedative 


® Quick acting 
e Rapidly eliminated 

e Free from side effects 
Dose: 1 BROMURAL tablet several times a day. 


Try 1 Bromural tablet with an aspirin for quicker relief of neuralgic pain and 
headache, discomfort and the aches of simple colds — better than aspirin alone. 


Each BROMURAL tablet bears the mark €B of the originator. 


Bromural, brand of Bromisovalum, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor NEW JERSEY 
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AGE... In older people, chronic constipation and 
biliary dyspepsia are often the result of decreased 
food and water intake, physical inactivity, intes- 
tinal muscle atonicity, increased anorectal dis- 
orders, biliary stasis. 


OCCUPATION ... Among sedentary workers, 
chronic constipation and impaired digestion are 
often the result of lack of exercise and improper 
eating habits which retard normal peristaltic ac- 
tion in the gastrointestinal tract. 


Tablets of Caroid and Bile Salts with Phenolphthalein are specifically formulated 
to provide a 3-way, comprehensive approach to the problem of impaired diges- 
tion and elimination. 


1. CHOLERETIC : Bile salts stimulate biliary flow for 
: improved fat emulsification while 


2. DIGESTANT : Caroid steps up protein digestion up 
: to 15%. Gentle stimulant laxatives 
3. LAXATIVE : induce formed, easily passed stools. 


For patients who cannot or will not be managed by diet and exercise, Caroid and 
Bile Salts helps establish normal physiological patterns. 


samples available on request 


AMERICAN FERMENT COMPANY, INC., 1450 BROADWAY, NEW YORK 18, N. Y. 


AND BILE SALTS 1 Tables > 


sa 
for biliary dyspepsia and constipation 
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Continued from page 702 


Dr. John D. Lindner was recently elected president 
of the Monroe County Medical Society. Other officers 
include Dr. Charles W. Morrison, Key West, as vice- 
president, and Dr. Joseph J. Scarlet, Key West, as 
secretary-treasurer, 

Dr. Frank J. Pyle, Orlando, was recently installed as 
president of Orange County Medical Society. Other 
officers include Dr. Robert E. Zellner, Orlando, as 
president-elect; Dr. Morton Levy, Orlando, as vice- 
president; Dr. Charles R. Sias, Orlando, treasurer; and 
Dr. W. Ansell Derrick, Orlando, secretary. 

Dr. Edward W. Wood, Lake Worth, was recently 
installed as president of the Palm Beach County Med- 
ical Society. Other officers include Dr. W. Lawson 
Shackelford, West Palm Beach, as president-elect; Dr. 
S. Richard Ombres, West Palm Beach, vice-president; 
Dr. Robert Y. Wheelihan, Riviera Beach, secretary; 
and Dr. Fred E. Manulis, West Palm Beach, treasurer. 

Dr. Frank Y. Robson, New Port Richey, was recently 
elected president of the Pasco-Hernando-Citrus County 
Medical Society. Other officers include Dr. Richard 
A. Henry, Brooksville, and Dr. Jere W. Kirkpatrick, 
Inverness, have been elected vice-presidents; and Dr. 
W. Wardlaw Jones, Dade City, was re-elected secretary- 
treasurer, 


Dr. John P. Tomlinson, Jr., Lake Wales, was recently 
installed as president of the Polk County Medical As- 
sociation. Dr. Marion W. Hester, Lakeland, was voted 
president-elect. Other officers include Dr. John H. 
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Miller, Bartow, as vice-president, and Dr. Charles 
Larsen, Jr., Lakeland, secretary-treasurer. 

Dr. Milton Segal, St. Augustine, was recently elected 
president of the St. Johns County Medical Society 
Other officers include Dr. Reddin Britt, St. Augustine. 
as vice-president; Dr. William J. Gibson, St. Augustine. 
secretary; and Dr. Vernon A. Lockwood, St. Augustine. 
treasurer. 

Dr. John M. Gunsolus, Stuart, was recently installed 
as president of the St. Lucie-Okeechobee-Martin Coun. 
tv Medical Society. Other officers include Dr. Howard 
C. McDermid, Fort Pierce, as vice-president, and Dr. 
Adrian M. Sample, Fort Pierce, who was re-elected as 
secretary-treasurer. 

Dr. Samuel E. Kaplan, Venice, was recently installed 
as president of the Sarasota County Medical Society, 
Other officers include Dr. Karl R. Rools, Sarasota, as 
president-elect; Dr. James E. Kicklighter, Sarasota, as 
secretary, and Dr. Millard B. White, Sarasota, who was 
re-elected treasurer. 

Dr. Gordon D. Stanley was recently elected president 
of the Seminole County Medical Society. Other officers 
include Dr. Daniel H. Mathers, Sanford, as vice. 
president, and Dr. Terry Bird has been re-elected sec- 
retary. 

Dr. Hiram B. Curry, Jasper, was recently elected 
president of the Suwannee County Medical Society, 
Dr. William P. Blackmon, Jasper, has been chosen as 
secretary. 

Dr. Charles R. Wiley, Perry, was recently elected as 


Continued on page 72 


Now 


Simplified dosage* 
to prevent 
Angina Pectoris 


VMetamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


ustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 


of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 


1 tablet 
all night 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 
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a proven 
suppressor of 
postoperative 
nausea and 
vomiting... 


BRAND OF MECLIZINE HYDROCHLORIDE 


*Trademark 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 
effective. 

Oxyuricidal properties of Vermizine’s principal ingre- 
dient—Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-0z. Bottles. 


5547 N. Ravenswood Ave., Chicago 40, Illinois 
Pacific Coost Branch 
381 Eleventh St, Son Francisco, Calif. 


CHICAGO PHARMACAL COMPANY 


| 
= 
VERMIZINE 
Most Potent Anthelmintic SS 
against PINWORMS (Oxyuriasis) ano ROUNDWORMS (Ascariasis) 
a 
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® 


(dihydroxy aluminum aminoacetate with belladonna alkaloids and phenobarbital) 


no wonder... 
It’s no wonder that of the many antacid- Here’sa startling adsorption story 


spasmolytic formulations promoted to the 
involving simultaneous adminis. 
medical profession, so many physicians have 


found MALGLYNn the most consistent in clinical tration of antacid and spasmoly- 
effectiveness. tic drugs! 


a 

40 

0. 


w/spasmolytic 
substantially 
ie reduces spasmolytic 
drug effect 


AKOH), ~ 
& 


each tablet contains 
The above laboratory study clearly indicates that the antacid ALGLYN, Gute 


contained in the MALGLYN formula, does not materially interfere Passa 
aminoa 
with the therapeutic effectiveness of its contained belladonna alka- N.N.R. 


loids. On the other hand, the marked adsorptive properties of oe 
aluminum hydroxide renders its combination with belladonna alka- pero 
loids both uneconomical and therapeutically unreliable. 


phenobarbital 


For both rapid and prolonged antacid effect, with consistently 


effective spasmolytic and sedative action, rely upon MALGLYN Also supplied : ALGLYN® (dibydrory stunt 
num aminoacetate, N.N.R. 0.5 Gm per tablet). 


i i i BELGLYN® (dihydroxy aluminum aminoacetale, 
for treatment of peptic ulcer and epigastric distress. rept neaeananeaia 
per tablet). 


Specialities for the Medical Profession only 


BRAYTEN PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 


OM 
d 
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1957 HOTEL RESERVATION FORM 


51st ANNUAL MEETING 


D Miami Beach, Florida 


November 11, 12, 13, 14, 1957 


All Activities in Municipal Auditorium 


(See other side for application form) 


A—Municipal Auditorium 
1—Algiers 
2—Promenade 
3—Surfside Plaza 
4—Traymore 
5—Roney Plaza 
6—Sea Gull 
7—Pickwick 
8—Cromwell 
9—Town House 
10—Shore Club 
11—Nautilus 
12—Shelborne 
13—Raleigh 
14—Richmond 
15—South Seas 
16—Seacomber-Surfcomber 
17—Ritz Plaza 
18—Delano 
19—National 
20—Sagamore 
21—di Lido 
22—San Juan 
23—Gale 
24—Claremont 
25—Catalina 
26—Maxine 
27—Fairfax 
28—Shelby 
29—Peter Miller 


ATLANTIC OCEAN 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Miami Beach, November II, 12, 13 and 14, 1957 


A Housing Bureau has been established for your convenience in making hotel reservations in Miami Beach 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; ang 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled jn 
chronological order, you should mail your application as early as possible. All reservations will be confirmed, 
If you do not use your reservation, be sure to cancel at least 48 hours prior to arrival date. Otherwise, one 
day's room charge will be made. 


TWIN BEDDED ROOM 
Hotel One Occupant Two Occupants Suite 


$12.00-14.00 $28.00 
5.00 
5.00 
10.00-14.00 30.00 
24.00-28.00 
15.00 


PICKWICK 
PROMENADE 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1511 

Miami Beach, Florida 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Kind of Accommodations Desired 
Hotel Preference Twin-bedded Room: 


Departure Date 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom you 
are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) 


If the hotels of your choice are unable to accept 
your reservation, the Housing Bureau will make 
as good a reservation as possible eleswhere. 


Address 
Individual Requesting Reservations 
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NEOBON 


TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’s daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethinyl Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “‘let-down”’ of aging. 


Nutritional Inadequacy —NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS-—NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON’ LIQUID, a geriatric tonic 
providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


In 16 oz. bottles; prescription only. 


PEACE of mind ATARAX® Chicago 11, Illinois 
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Appalar hia fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Wn. Ray GriFFIN, Jr., M.D. Mark A. GRIFFIN, M.D. 
Ropert A. GRIFFIN, M.D. MarK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHeviLtr, N. C. 


when dermatoses are bloom 


topical ointment 
NEOMYCIN+ the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 
— without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT topical ointment 


brand of ethamicort 


In 1/2-0z. and 1/6-0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES (Pfizer) Division, Chas. Pfizer &Co., Inc. Brooklyn 6, New York 


Trademark 
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in urinary tract 


infections of pregnancy 
delay is dangerous... 


“Approximately one-half of the patients have 
some permanent damage to the urinary tract. 
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ia ~ 

BO min. SS 

antibacterial \ 
concentrations in urine 

wee. 


turbid urine frequently clear 


days 
most patients 
symptom-free 


Specific for genitourinary tract infections 
- rapid bactericidal action against a wide 
range of gram-positive and gram-nega- 
tive pathogens and organisms resistant to 
other agents + negligible development of 
bacterial resistance + excellent tolerance 
—nontoxic to kidneys, liver and blood- 


forming organs « safe for use in preg- 
nancy>,3 


FOR RAPID ERADICATION OF INFECTION 


AVERAGE FURADANTIN DOSAGE: 100 mg. 
q.i.d. with food or milk. Continue treat- 
ment for3 daysafter urine becomes sterile. 


SUPPLIED: Tablets, 50 and 100 mg. 
Oral Suspension (25 mg. per 5 cc. tsp.). 


REFERENCES: 1. Rives, H. F.: Texas J. M. 5$2:224, 1956. 
2. Diggs, E. S.; Prevost, E. C., and Valderas, J. G.: Am. 
J. Obst. 71:399, 1956. 3. Macleod, P. F., et al.: Inter- 
nat. Rec. Med. 169:561, 1956. 


NITROFURANS 
a new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES (ton NORWICH, NEW YORK 
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EARN DIAGNOSTIC 


DIVIDENDS wWitH 
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ELECTROCARDIOGRAPH 


Two important functions are served by the 
ready availability of cardiography in your 
own office: 


(1) an aid to discovering latent cardiac 
cripples in time for treatment. 


(2) areliable basis for future comparison 
when coronary disease is suspected. 


You can have office electrocardiography in 
your own practice. It is a simple and rapid 


procedure with the Burdick electrocardio- 


graph. This compact, portable unit gives an 
accurate and immediate record, automatically 
marked for timing and leads. 


For detailed information see your Burdick 
dealer, or write us direct — 


THE BURDICK CORPORATION, MILTON, WIS. 


MAY 195) 
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president of the Taylor County Medical Society. D 
Ralph J. Greene, Perry, has been chosen 

Dr. Arthur Schwartz, Daytona Beach, was recenth 
chosen as president of the Volusia County Medic 
Society for the current year. Other officers include p, 
Hugh Crawford, Daytona Beach, as Vice-president an 
Dr. Achille A. Monaco, Daytona Beach, who was ». 
elected secretary-treasurer. 


aS secretan 


Dr. Ralph B. Spires, DeFuniak Springs, was Tecent}y 
elected president of the Walton-Okaloosa County Mei 
ical Society. Other officers include Dr. George 1 
Barrow, Jr., Crestview, as vice-president, and Dr. Hoy 
ard A. Parker, Valparaiso, was chosen as  secretay 
treasurer. 

Dr. Walter H. Shehee, Chipley, was recently electe; 
president of the Washington-Holmes County Medic; 
Society. Dr. L. H. Paul, Bonifay, will remain secretan 
treasurer. 


KENTUCKY 


Dr. John S. Harter, Louisville, was installed as presi 
dent of the Jefferson County Medical Society and D; 
Marvin A. Lucas, Louisville, was recently elected presi 
dent-elect. 

Dr. Dorothy T. Magallon was recently named di. 
rector of communicable-disease control for the Louis 
ville-Jefferson County Health Department. 

Dr. Jack T. Morford, Carlisle. was recently name 
president of the Carlisle Chamber of Commerce fy: 
1957. 

Dr. George Estill, Maysville, was recently name 
the “Outstanding Young Man of 1956 in Maso 
County.” 

Dr. Larry Minish, Louisville, was recently appointed 
Case Discussion editor of the Kentucky State Medica! 
Association. 

Dr. Virgil G. Kinnaird, Lancaster, 
named Outstanding Citizen of the Year by the Garrard 
County Junior Chamber of Commerce. 

Dr. Clark Bailey, Harlan, was recently appointed 
to serve a third three-year term on the American Med: 
ical Association’s Committee for Study of Medical Cate 
of Industrial Workers. 

Dr. Patrick J. Cavanaugh has recently assumed his 
duties as instructor in radiology at the University 
Louisville School of Medicine. 

Dr. David W. Drye, Bradfordsville, was  recenth 
honored as his home community’s Man of the Yea 


LOUISIANA 


Dr. Murrell H. Kaplan, clinical assistant profesor 
in medicine, was recently named chief of gastrology a 
Touro Infirmary. 

Dr. Ben Parker was recently installed as presides 
of the DePaul Hospital medical staff. Other offices 
include Dr. Homer J. Dupuy, vice-president; and Di 
David F. Freedman, secretary-treasurer. 

Dr. Charles L. Brown was recently installed as pres 
dent of the Southern Baptist Hospital medical st! 
Other officers include Dr. A. H. Sellmann, vice-ptts 
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at 90° of the patient population treated in home or office... 


lti-spectrum Synergistically strengthened 
MAMYCIN provides the antimicrobial spectrum of 
acycline extended and potentiated with oleandomy- 
to include even those strains of staphylococci and 
ain other pathogens resistant to other antibiotics. 


plied : SIGMAMYCIN CAPSULES —250 mg. (oleandomycin 83 mg., 
acycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 


cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. SIGMAMYCIN 
FOR ORAL SUSPENSION —1.5 Gm., 125 mg. per 5 ce. teaspoonful 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bottles 
of 2 oz. *Trademark 


> 

Pfi Prizer Laporatories, Brooklyn 6, N. Y. 
Chas. Pfizer & Co., Inc. 

World leader in antibiotic development and production 


highly effective—clinically proved 
OLEANDOMYCIN TETRACYCLINE 
= ovides added certainty in antibiotic therapy particularly for 
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Two important functions are served by the 
ready availability of cardiography in your 
own office: 


(1) an aid to discovering latent cardiac 
cripples in time for treatment. 


(2) areliable basis for future comparison 
when coronary disease is suspected. 


You can have office electrocardiography in 
your own practice. It is a simple and rapid 
procedure with the Burdick electrocardio- 
graph. This compact, portable unit gives an 
accurate and immediate record, automatically 
marked for timing and leads, 


For detailed information see your Burdick 
dealer, or write us direct — 


THE BURDICK CORPORATION, MILTON, WIS. 
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president of the Taylor County Medical Society. D 
Ralph J. Greene, Perry, has been chosen as secretan 

Dr. Arthur Schwartz, Daytona Beach. was vents 
chosen as president of the Volusia County Medical 
Society for the current vear. Other officers include Dr 
Hugh Crawford, Daytona Beach, as vice-president and 
Dr. Achille A. Monaco, Daytona Beach, who was ye. 
elected secretary-treasurer. 

Dr. Ralph B. Spires, DeFuniak Springs, was recent) 
elected president of the Walton-Okaloosa County Med. 
ical Society. Other officers include Dr. George \ 
Barrow, Jr., Crestview, as vice-president, and Dr, Hoy. 
ard A. Parker, Valparaiso, was chosen as. secretary. 
treasurer. 

Dr. Walter H. Shehee, Chipley, was recently elected 
president of the Washington-Holmes County Medical 
Society. Dr. L. H. Paul, Bonifay, will remain secretayy. 


treasurer. 
KENTUCKY 


Dr. John S. Harter, Louisville, was installed as presi- 
dent of the Jefferson County Medical Society and Dr. 
Marvin A. Lucas, Louisville, was recently elected presi- 
dent-elect. 

Dr. Dorothy Tr. Magallon was recently named di- 
rector of communicable-disease control for the Louis. 
ville-Jefferson County Health Department. 

Dr. Jack ‘T. Morford, Carlisle, was recently named 
president of the Carlisle Chamber of Commerce for 
1957. 

Dr. George Estill, Maysville, was recently named 
the “Outstanding Young Man of 1956 in Mason 
County.” 

Dr. Larry Minish, Louisville, was recently appointed 
Case Discussion editor of the Kentucky State Medical 
Association. 

Dr. Virgil G. Kinnaird, Lancaster, was_ recently 
named Outstanding Citizen of the Year by the Garrard 
County Junior Chamber of Commerce. 

Dr. Clark Bailey, Harlan, was recently appointed 
to serve a third three-year term on the American Med- 
ical Association’s Committee for Study of Medical Care 
of Industrial Workers. 

Dr. Patrick J. Cavanaugh has recently assumed his 
duties as instructor in radiology at the University of 
Louisville School of Medicine. 

Dr. David W. Drye, Bradfordsville, was recently 
honored as his home community’s Man of the Year 


LOUISIANA 


Dr. Murrell H. Kaplan, clinical assistant professor 
in medicine, was recently named chief of gastrology al 
‘Touro Infirmary. 

Dr. Ben Parker was recently installed as president 
of the DePaul Hospital medical staff. Other officers 
include Dr. Homer J. Dupuy, vice-president; and Dr 
David F. Freedman, secretary-treasurer. 

Dr. Charles L. Brown was recently installed as pres: 
dent of the Southern Baptist Hospital medical stafl. 
Other officers include Dr. A. H. Sellmann, vice-prét 
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‘how bioflavonoids 
_with ascorbic acid 
help in threatened 


re trom u.s. vitamin 
Arlington Furrk Laboratories, divisior 


43rd Street, New 


| 
habitual abortion... 
-requent nosebleeds, gum bleeding and easy bruising re ob: erved in ae 
a high percentage of women Who had repeated abortions, = Re 
Another investigator? reported abnormal capillary fragility, 
Bioflavonoids with ascorbic acid help to diminish abnormal capillary. 
_ permeability and fragility by acting to maintain the integrity of the i: aie 
“cement’’ substance of capillary walls. Thus, C.V.P. may be a helpful 
adjunct in the management of threatened and habitual abortion. 4 
provides the capillary-protectant factors of 
bioflavonoid compound ‘sometimes referred to as “vitamin P complex”), 
combined with ascorbic acid. C.V.P. is water-soluble and believed to = 
more readily absorbed than relatively insoluble rutin, 
Citrus Flavonoid Compound . 100 
Asporbic Acid (Vitamin C) . 10 Omg.) 


for “...effective control of allergic 
symptoms with 
little risk of sedation...’ 


CLISTIN dosage forms: 

Tablets Clistin Maleate, 4 mg. 
Tablets Clistin R-A (Repeat Action 
Tablets Clistin Maleate, 8 mg.) 
Elixir Clistin Maleate, 4 mg. per 5 cc. 


1. Johnson, H. J., Jr.: Am. Pract. & Digest. 
Treat. 5:862 (Nov.) 1954. 

_, 2. Beale, H.D.; Rawling, F. F. A., and 

Figley, K. D.: J. Allergy 25:521 (Nov.) 1954. 


Relieved of symptoms but still alert... 
is the patient for whom you prescribe 


Carbinoxamine Maleate 


A “...potent antihistaminic drug with only weak 
sedative properties...” Clistin is right 


...for the patient who must remain wide awake 
and on the job in spite of his allergy 


...for the very young allergy sufferer 
...for ALL your allergy patients 


| McNEIL } 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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‘lower blood pressure WITHOUT JOLTING 


Continued from page 72 


dent; Dr. Jack FE. Strange, secretary; and Dr. Dan p 
Baker, treasurer. 


MISSOURI 


Dr. Walter S. Sewell, Springfield, was recently me 
stalled as president of the Blue Shield medical-surgical 
care plan of St. Louis. Other officers, all re-elected, 
are Dr. R. O. Muether, St. Louis, first vice-president: 
and Dr, J. W. Thompson, St. Louis, secretary, 

The University of Missouri realized a dream of al- 
most half a century on November 10, 1956, with the 
dedication of its new $13,600,000 Medical Center as g 
contribution to the state’s needs. 

An impressive ceremony was witnessed by more than 
500 persons seated in front of the 441 bed teaching 
hospital, one of the units of the Center which also jn. 
cluded a Medical Science Building and a Nursey 
Home. 

Powell B. McHaney of St. Louis, a member of the 
Board of Curators of the University, and Dean Roscoe 
L. Pullen of the School of Medicine expressed the aims 
of this new undertaking, making a four-year medical 
course at Columbia available for the first time since 
1910. 


Those attending the dedication included prominent 
figures in the Medical profession, members of the 
legislature, representatives of the state government, 
representatives of other medical schools, Medical Ad- 
visory Committee, University of Missouri alumni and 
friends of the University and the full membership of 
the Board of Curators. 


Dr. Ira H. Lockwood, Kansas City, was recently 
elected president of the American College of Radi- 
ology. 

Dr. C. Rollins Hanlon, St. Louis, was recently elected 
president-elect of the Society of University Surgeons. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Government Surplus, Medical and Hos- 
pital equipment, very reasonable. Contact A. H. 
Smullian Company, 346 Peachtree Street, N.E., At 
lanta, Georgia. 


NOTICE—Will the resident in Virginia who contacted 
box GG in care of the Southern Medical Journal re 
garding a preceptorship kindly do so again. 


ASSOCIATE DESIRED for EENT practice located in 
large southern medical center. State experience and 
training. Reply to box GG c/o SMJ. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SM]. 


EENT RESIDENTS WANTED—EENT Hospital, 12 
beds, averages 35,000 out-patient visits annually, ade- 
quate supervision, instruction and surgery under 
board men. Basic Science Course in affiliation with 
Tulane University included. Cannot accept foreign 
residents. Apply at once: EENT Hospital, 145. Elk 
Place, New Orleans 12, Louisiana. 


d pressures ove 200 systolic, 2 tab: 
lets four tin nes ¢ aily. In other cases, 1 or 2 tablets 
S THE WM. S. MERRELL COMPANY 
New York CINCINNAT! - St. Thomas, Ontario 
Since 1828 
Pioneer in icine f 1; ears 
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NORTH CAROLINA 


Dr. T. Franklin Williams of the University of North 
Carolina School of Medicine was recently named a 
Markle Scholar. 

Dr. Charles F. Williams, Raleigh, was recently 
elected president of the North Carolina Pediatric 
Society. Other officers include Dr. George Watson, 
Durham, as vice-president; and Dr, Bailey Webb, 
Durham, as secretary-treasurer, 

the Eighth Annual Nalle Clinic Foundation lecture 
will be presented on “Tuesday evening, April 23, 1957, 
at the Hotel Charlotte, at 8:00 p.m, The program this 
sear will be devoted to orthopedic surgery, and the 
speaker will be Dr. 5, Benjamin Fowler of Nashville, 


Lennessee, 
VIRGINIA 


Dr. Elam C. Toone, Jr., was recently elected presi- 
dent of the Richmond Academy of Medicine. Dr. 
Webster P. Barnes was chosen as president-elect. Other 
officers include Dr. J. B. Stone and Dr. W. D. Suggs 
as vice-presidents; Dr. Stuart Ragland as_ secretary; 
and Dr. John Williams sergeant-at-arms. 

Dr. H. L. Denoon, Jr., Nassawadox, was recently 
clected president of the Northampton County Medical 
Societv. Other officers include Dr. J. E. Gladstone, 
Exmore, vice-president; and Dr. J. R. Freeman, Cape 
Charles, secreta TV -treasurer. 

Dr. J. Fred Edmonds, Accomac, was recently elected 
president of the Accomac County Medical Society. 
Other officers include Dr. J. L. DeCormis, vice-presi- 
dent; and Dr. James C. Doughty, secretary-treasurer. 

Dr. James Thweatt, Petersburg, was recently elected 
president of the Fourth District Medical Society. Dr. 
Ray Moore, Jr., Farmville, and Dr. R. C. Allison, 
Emporia, were chosen as vice-presidents. Dr. Clyde 
Vick, Jr., Petersburg, was chosen as secretary-treasurer. 

Dr. N. D. Nelms, Hampton, was recently elected 
president of the Hampton Roads Academy of General 
Practice. Other officers include Dr. $8. H. Mirmelstein, 
Newport News, as vice-president; and Dr. W. M. Gold- 
smith, Hampton, as secretary-treasurer. 

Dr. Clyde Dougherty was recently elected chairman 
of the Hopewell Chapter of the American Cancer 
Society. 

Dr. T. H. Dickerson, Martinsville, was recently 
named a member of a Mayor’s Commission on Human 
Values, 

Dr. E. C. Stuart, Jr., was recently elected president 
of the Winchester Memorial Hospital. Other officers 
include Dr. John C. Hortenstine, as vice-president; 
Dr. Victor F. Albright, as secretary; and Dr. Monford 
D. Custer, Jr., as treasurer. 


WEST VIRGINIA 


Dr. Albert C. Esposito, Cabell, was recently installed 
as president of the Cabell County Medical Society. 

Dr. Roy Edwards, Jr, was recently named acting 
superintendent of Huntington State Hospital in West 
Virginia. Dr. Edwards was a former superintendent of 
Western State Hospital at Hopkinsville. 
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lower blood pressure WITHOUT JoLTING. 
Hos- 
E,, At 
4 pressure ‘tab- 
lets four | daily. In other cases, 1 or 2 tablets 
THE WM. S. MERRELL COMPANY, 
pw York CINCINNATI - St. Tho Ontario 


IN DIABETES MELLITUS: 


New clinical reports raise hopeful questions: 


HIGHLIGHTS OF CLINICAL REPORTS’? 


SCOPE OF STUDY. Approximately 200 patients with diabetes mellitus 
were followed clinically for nearly two years. In addition, laboratory 
studies were done on 25 of the 200 patients, selected at random. 


BASIC PROGRAM. As outlined by Lowenstein, his program employs 

four lines of defense: (1) a prescribed diet of high-protein, low-fat 

content, fortified by gelatin and brewers’ yeast, and divided into 6 

ea feedings; (2) Entozyme tablets, to assure full protein digestion and 

a so assimilation; (3) a ‘‘reasonable’’ degree of hyperglycemia, permissi- 

ble or actually encouraged; (4) insulin, as necessary to prevent aceto- 
nuria, or to correct it if it occurs. 


DIETARY PRINCIPLES. All of the Lowenstein diets, from 1500 to 2500 
calories, contain a minimum of 125 Gm. of protein, and a maximum 
of 45 Gm. of fat. Caloric differences are made up in carbohydrate. 


CLINICAL RESULTS. ‘‘Marked’”’ improvement was manifest in all 200 
patients. A number of patients previously unemployable because of 
their diabetes returned to work. Cases of diabetic acidosis declined 
from 23 to 3 in before-and-after 2-year periods. 


Of the 93 patients controlled by insulin at the start of the study, all 
noted “‘significant’’ decreases in insulin requirements. In 48, it was 
possible to discontinue insulin altogether, ‘‘without complications.” 


No cases of diabetic neuritis developed. Susceptibility to infection 
proved ‘‘no greater’’ than among non-diabetics. No new cases of reti- 
nitis developed. 


LABORATORY FINDINGS. Among 25 patients subjected to laboratory 


tests, 10 had ‘“‘significant’’ albuminuria at the start of the study. 
After 1 year, 2 cases showed traces only. 


Serum cholesterol levels dropped to normal in all cases in which they 
had been elevated at the start of the study. 


1. Lowenstein, B. E.: Report presented before Southern Medical Association, 
Washington, D.C., Nov. 12-15, 1956. 


2. Lowenstein, B. E.: American Pract. & Digest Treat. 7:1465, 1956. 


Available on request: Copies of Lowenstein report, together 
with sample menu plan and instructions to patients. 
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In a preliminary report on 25 cases, pub- 
lished in American Practitioner and Digest 
of Treatment (September, 1956), and in a 
more comprehensive report on 200 cases, 
presented at the Washington Meeting of the 
Southern Medical Association (November, 
1956), Lowenstein submitted significant 
answers to these questions. The highlights 
of his study are briefly reviewed at the left. 


What clinical results were achieved under 
Lowenstein’s diet-plus-Entozyme regimen? 
“Marked” clinical improvement in all 200 
cases!... reduction of insulin require- 
ments in 48.4% of insulin-controlled 
group! . . . discontinuance of insulin en- 
tirely in 51.6% of insulin-controlled group.? 


2 


i reduce the requirement | gull exogenous — 


Is Entozyme an insulin substitute? 

No. It is a replacement of natural digestive 
secretions, releasing 250 mg. of pepsin in 
the stomach from its gastric-soluble coat- 
ing, and 300 mg. of pancreatin and 150 mg. 
of bile salts in the upper intestine, from its 
enteric-coated core. 


What role does Entozyme play in the treat- - 
ment of diabetes mellitus? 


It is suggested that, by promoting full diges- 
tion and absorption of protein, Entozyme 
helps to make available the full metabolic 
activity of protein, aids in restoring nitro- 
gen balance, and encourages the pancre- 
atic islet cells to secrete insulin in greater 
amounts.! 


A. H. ROBINS co., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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CYANOCOBALAMI N (CRYSTALLINE VITAMIN B,,) 


When REDISOL—pure vitamin B,.—is used as a dietary supple- 
ment, weight gain and increase in appetite often follow. The 
cherry-flavored Elixir and soluble Tablets dissolve readily in 


liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


NEO-MAGNACORT 


topical ointment 
NEOMYCIN + the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 


— without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 


In 1/2-0z. and 1/6-0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


© Trademark 


| How to pep up a poor appetite 
| 
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MILLIONS OF 
ASTHMATIC ATTACKS 


have been aborted faster...more effectively... 
more economically with 


Automatically measured dosage 
and true nebulization...nothing 
to pour or measure...One in- 
halation usually gives prompt 
relief of acute or recurring 


asthmatic attacks. 
Medihaler-Epi replaces in- 
jected epinephrine in urticaria, 
edema of glottis, etc. due to 
acute food, drug or pollen re- 
actions...Each 10 ce. bottle 


SUITABLE SLIPS INTO POCKET delivers 200 inhalations. 
FOR CHILDREN, TOO OR PURSE 


¥ 


IN ASTHMA PRESCRIBE EITHER 


Medihaler-EPI Riker brand epinephrine Medihaler-ISO°® Riker brand isoproterenol 
U.S.P. 0.5% solution in inert, nontoxic aerosol HCI 0.25% solution in inert, nontoxic aerosol 
vehicle. Each measured dose 0.12 mg. epinephrine. vehicle. Each measured dose 0.06 mg. isoproterenol. 
In 10 cc. bottle with measured-dose valve. In 10 cc. bottle with measured-dose valve. 


Note: First prescription for Medihaler medications should include the desired 
medication and Medihaler Oral Adapter (supplied with pocket-sized plastic 
carrying case for medication and Adapter). 


The Medihaler Principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid relief of angina pectoris 
-.-and Medihaler-Phen™ (phenylephrine-hydrocortisone-neomycin) for lasting, effective 


relief of nasal congestion. 
Riker LOS ANGELES 
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2) Potentiated Pain Relief 


E, | tohlat 200 mg. (3 grains) 
150 mg. (2% grains) 
comping || Caffeine. 30 mg. ( % grain ) 


Demerol® hydrochloride....... 30 mg. ( % grain ) 


Avenge Adult Dose... 1 oF 2 tablets 


repeated in three or four hours as needed. - 


© marked potentiation of analgesia 


plus Bite mild sedation 


antispasmodic action 

antipyretic action 

no constipation 

no interference with micturition 


"Such a combination has proved clinically to 
be far more effective and np more toxic than 
equivalent doses of any of these used singly.” 


Bonica, J.J.; and Backup, P.H. Hospital, 
Washington): Northwest Med., 54:22. 1955. 


Supplied in bottles of 100 tablets. 
NARCOTIC BLANK REQUIRED 
LABORATORIES | NEW YORK 18, N.Y. © WINDSOR, ONT, 


Demerol (brand of meperidine), trademark reg. U. S$. Pat. Off. 
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CARROL TURNER SANATORIUM 


Memphis, Tennessee, Route 10, Box 288 


Carrol C. Turner, B.S., M.D., F.A.C.P. Alfred D. Mueller, Ph.B., Ph.M., M.A., Ph.D. 
Neuropsychiatry Clinical Psychology 
Miss Margaret Hyde, B.A. 
Psychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to 
U. S. Highway 70 (Bristol Highway) 

Situated on a ninety acre tract of wooded land and rolling fields, the environment is 
conducive to amelioration of the symptoms of emotionally disturbed patients. 
Modernly equipped with adequate facilities for physical and hydrotherapy, electro- 
shock, and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

Adequate nursing personnel assures individual attention to each patient 

The main building and hospital department of the Sanitorium is shown above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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CAFERGO 


Physicians’ Number One Choice for Management of Recur- 
rent Throbbing Headaches ...e.g. Migraine / Relief in 90% of 
Over 2000 published cases reported to date / Forms: Cafergot tablets, 


Cafergot suppositories... Cafergot P-B tablets, Cafergot P-B suppositories 


Oral dose: 2 to 6 tablets at onset of attack / Each Cafergot tablet ins: ergotamine tartrate 1 mg.with Caffeine 100mg, 


TN SANDOZ PHARMACEUTICALS 


tee Hanover, New Jersey 


ARIOSTO HAROOZZ 


84 ee MAY 1957 


a way of escape 
from allergic effects of pollen 


CO-PYRONIL 


(Pyrrobutamine Compound, Lilly) 


—with minimal side-effects 


This is the season when we all yearn for escape from 
everyday life, to “‘commune with nature.’’ But, to the 
one allergic to pollen, this craving is usually easier to 
endure than the penalty of exposure to pollen. 

Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
pulvules daily afford maximal beneficial effects. 

Supplied: Pulvules, pe- ‘Co-Pyronil’ combines the complementary actions of 
diatric pulvules, and sus- a rapid-acting antihistaminic, a long-acting antihista- 


pension. minic, and a sympathomimetic. 


LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Calcium carbonate ... . . . 600mg. 
Ferrous sulfate. . . . .. . . 150mg. 
VitaminD. ....+. - 4Ounts 
Vitamin B, (thiamine) mononitrate . 3 mg. 
Vitamin B, (riboflavin). . . . . . 2mg. 
Vitamin B,» (crystalline) . . . 2 mcg. 
. 
Synkamin® (vitamin K) (as the 
hydrochloride)... ... 0.5 mg. 


vitamin-mineral combination 


dauring pregnancy and throughout lactation 
each NATABEC Kapscal contains: 


Ruiin 10 mg. 
Nicotinamide (niacinamide) . 10 mg. 
Vitamin B,, (pyridoxine 

hydrochloride). . ..... Smg, 
Vitamin C (ascorbic acid) . . 50mg. 
VitaminA. .... . . . . 4,000 units 
Intrinsic factor concentrate . . . . Smg. 
dosage: 


As a dietary supplement during pregnancy and 
throughout lactation, one or more Kapseals daily. 
Available in bottles of 100 and 1,000. 
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